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ROBERT GORDON CRAIG? 


By M. S. S. Fama, 
Sydney. 

As you all know, John Laidley, but for his untimely 
death, would have been delivering this address today. 
In giving the address, therefore, which he should have 
given, I could think of no better subject than the life of 
the individual who was responsible for the basic urological 


training of John Laidley and * in N namely, 


Robert Gordon Craig. 
Robert Gordon Craig (Figure 1) was born on May 24 


1870, in Ardrossan, a Scottish coastal town in Ayrshire 
near the mouth of the Clyde, opposite the island of Arran, 


came from a long line of seafarers. His father, 


Robert Craig, started life as a school — but forsook 
the land for the sea and became master in sail. 


Realizing, however, that with the advent of steam the days 
of the sailing ships were numbered, he gained his extra 
master’s certificate and then transferred to steamships. 
He was not without enterprise, as he earned enough 
money to get married by running guns to the Confederates 
under cover of darkness during the American Civil War. 
After this he engaged in the more legal occupation of 


4 Past 8 address, delivered at the tenth annual 


running casks of brandy from the French town of Cherant 
to Belfast, in the course of which activities he learnt to 
speak French fluently. His norma] commission for a 
successful voyage was a barrel of brandy, which, as 
Captain Craig was a teetotaller, assisted in no small 
measure to augment the family fortunes. Later he was 
engaged on transatiantic trade, sometimes making trips 
also to China and the Bast. His ship was chartered 
to replace one of the E. and A. liners which had been 
wrecked between Australia and Hong Kong, and in the 
course of this command he became, in 1877, 80 
captivated by Australian conditions and by Sydney in 
particular that he joined the E. and A. Company per- 
manently and decided to’ make his home in Sydney, 
writing to his wife and asking her to pack up and 
join him. 

At this stage there were five children in the n 
and Mrs. Craig brought the two younger ones to join 
their father in China. Later Gordon Craig, who was the 
‘eldest of the three brothers, came out in a sailing ship, 
the Cairnbdulg, with his two sisters. The ship struck a 
hurricane in the Indian Ocean and was dismasted, and 
the captain broke his leg. This hardy sailor, however, 
had himself carried on deck on a stretcher whilst he 
supervised the clearing of wreckage and the rigging of 
two jury masts. The Oairnbulg finally limped into Mel- 
bourne, having been given up for lost with all hands, 
after a voyage of four months, which had lasted from 


May to September, 1878. 
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Ge Mrs. Crate had settled in Sydney, and 
in w cargoes of tea between Sydrey - 
and China. He bought a property at Kurraba Point, 
Neutral Bay, with eight acres of land including orchards, 
cow paddock, boat house and swimming pool. 
in 1917 at the age of eighty-two. - 

Gordon Craig’s mother was Elizabeth Brown, from the 
town of Irvine, Ayrshire. She wag one of a large family, 
and two of her brothers distinguished themselves 
academically. One of them, John McMillan Brown, a 
scholar of Balliol College, Oxford, was appointed to the 
Chair of Literature in Canterbury ‘College, Christchurch, 
New Zealand, and subsequently became Chancellor of 
the University of New Zealand. He married ‘Helen Connon, 


who was the first woman to gain the degree of master 
of arts in New Zealand and, indeed, in the British Empire. 


Mrs. Robert Craig was a woman of outstanding per- 


sonality. She had great mental ability and a strong 
sense of humour, and was beloved by many outside her 
immediate family. She had great courage in facing up 
to changed conditions in her adopted country, and became 
an ardent Australian, encouraging a love for her new 
country in all her children. She died in her early seventies, 


Gordon Craig commenced hig education at the Sydney 
Grammar School, and while he was still a pupil, his 
father was commissioned by the B. and A. Line to go 
home to England to supervise: mail-liner construction. 
The whole family went to Edinburgh for eighteen months, 
Craig, then aged thirteen, going to George Watson's 
College, a famous Edinburgh school. After the family 
had returned to Australia, n at the College 
for a further twelve months, h bought him up to 
matriculation standard. He then returned to Australia, 
where he matriculated. He completed one year in the 
faculty of arts at the University of Sydney, then contracted 
After this he spent twelve months in a 
shipping office, and finally graduated in 1894 with first 
class honours and the Gold Medal. He had topped all 
years: except the first. While at the University he had 
obtained his “blue” for distance running in the mile and 

If mile. After twelve months in residence at the Royal 

rince Alfred Hospital, he bought a general practice at 
1 King Street, Newtown, from Dr. John Service, a Scottish 
graduate. 


In 1901 he obtained a surgical appointment at the Royal 


Prince Alfred Hospital, with which hospital he was 


associated for the rest of his professional life. Twelve 


months after commencing practice he married Maria 
Graeme Connon, the younger sister of Helen Connon, 
previously mentioned. 
graduate of Canterbury College. She was and is a 
woman of outstanding personality and character. 

In 1908 Gordon Craig relinquished ‘general practice 
and went for a study year to Hngland and America, 
where he met the Mayos, with whose organization and 
work he was most impressed, and from this time onwards 
he took a trip about every five years for the rest of his 
professional life. He was a contemporary of Critchley 
Hinder, who was at that time becoming interested in the 
operation of cystoscopy, in which procedure Gordon Craig 
saw great future possibilities. He commenced practice 
ag a general surgeon in “Craignish”, 186 Macquarie Street, 
Sydney, later moving to “Ardrossan”, which property 
he bought, at 139 Macquarie. Street. Throughout his 
career he made urology his primary interest, and in about 
1924 he decided to endow a fellowship in urology at the 
University of Sydney and a department of urology at the 
Royal Prince Alfred Hospital and also at the Royal 
Alexandra Hospital for Children. He -made. donations 
totalling about 220,000 to the University in the form of 
money, laboratory equipment and books, and the Gordon 
_ Craig Fellowship in Urology was established in 1926. This 
Fellowship at the time was unique in Australia, as it 
provided not only for practical training of urologists, but 
also for urological research in the course of the Fellow- 
ship. He brought Dr. Adolph Bolliger, from the Ford 
Hospital, Detroit, out to take charge of the Urological 
Research Laboratory. Dr: Bolliger still holds this position, 
and from the laboratory have up to the present come 
some 160 contributions to medical and scientific literature. 


Mrs. Craig had also been a. 


Not without opposition, Gordon Craig: had succeeded 
convincing his colleagues at the 

Hospital of the need for establishing a —— of 
urology, and this duly came into being in 1926. As from 
May 1, 1926, he resigned his general surgical appointment 
at the hospital and confined. his public hospital work to 
urology only. To date this Fellowship has been responsible 
for the training of eight urologists, of whom John Laidley 
and I were respectively the first and second. Gordon 
Craig: died in 1931 from a coronary occlusion, bequeathing 
to the Royal Australasian College of Surgeons, of which 


he had been a foundation mémber, the sum of i 
£60,000; this sum was to be held upon trust, one half 


of the income to be devoted to the promotion of research 


in surgery, and the other half to be employed in assisting 


young graduates of exceptional ability and promise to 


undergo the adequate post-graduate education which the 
founder of the scholarship regarded as the e part 
of the training of a surgeon. 

Not the least of Gordon Craig’s ee qualities 
was his enterprise. When he commenced general practice 
there were no X rays; but just when they were coming in 
it so happened that a child swallowed a tin tag from a 
tobacco plug, which stuck near the larynx. Craig had 
the child radiologically examined, located the foreign body, 


operated and removed it successfully, and became known 


locally as a rising young surgeon. Another case which 
helped was that of a pretty girl with a depressed fracture 
of the skull in the frontal area. Craig turned down a 


flap of scalp, elevated the fracture and obtained a perfect 


result, the girl’s beauty being unimpaired. His approach 
was always in the direction of conservative surgery 
where — There were in. the Newtown area _— 
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a few industrial e and he saved a lot of fingers 
that many of his contemporaries would have amputated; 
this also helped to build his reputation. 

After his study trip to England and U.S.A., he brought 
back the technique of open ether” administration from 
the Mayo Clinic, and was responsible for introducing it 
into the Royal Prince Alfred Hospital about 1908, whence 
in due course its use became practically universal. The 
previous routine method of anesthesia had consisted of 


ether given with a Clover’s inhaler, 8 also being 
used, but mostly for head and neck surgery. Craig's 
enterprise was also shown in other directions. He 
started practice with a horse and sulky, before the era of 
the motor car and had a 8 at his Newtown house 


III. 


gure II). As soon as the motor car came in, however, 
bought a one-cylinder “Oldsmobile” that was steered 
with a tiller. This was in 1898. However, this vehicle 


horse, and this time he bought himself a hansom 
thought there might be a future in steam, 


so built himself a steam car in his back yard. This, 
however, in general went only downhill. He used it one 
night to visit a patient, and it arrived outside the front 
door with flames pouring from the rear. The patient’s 
wife screamed out that the devil had arrived and locked 
the front door. Craig therefore discarded this vehicle as 
unprofitable. He also built himself a motor cycle (Figure 
III), which in due course was discarded; but with 


characteristic enterprise he fitted the motor to his lawn 


mower and thus produced what was almost certainly the 
first petrol-driven lawn mower manufactured. On one 
occasion, when the gardener had trouble starting this, he 
desisted from his labours saying: “Just a minute while 
she and me gets our breath”; while Craig’s mother-in-law, 
surveying the activities from an upstairs window, said in 
a firm voice: “I think things have gone quite far enough.” 


In due course Craig bought himself a one-cylinder 
“Rover” with a door at the rear, then a “Wolseley” and 
then various other cars. Cars were rather a hobby, and 
about 1912 he had a fleet of five, despite which his rather 
disgruntled daughters found that they still had to catch 
the tram to school. In 1918 he had made for himself a 
caravan, with which he aad Mrs. Craig toured the whole 
of New South Wales. On one occasion this collapsed with 
a broken spring at Nimmitabel; but Craig, not to be 
deterred, found a suitable tree, removed a branch, replaced 
the broken spring with this and navigated the vehicle 
to Sydney in this condition. Like his father he was 
fond of the sea and very boat-conscious, and from his 
earliest stage had a succession of boats, some of which 
were built to his own ideas. He originated the coach- 
house cruiser with a cabin of 26-28 feet. One of his 
better known boats was the Heather, one of the first 
“raters”, which was imported from Auckland, and he did 
a lot of racing with the Royal Sydney Yacht Squadron 
and the Royal Prince Alfred Yacht Club. He finally 
relinquished racing—according to his younger daughter— 
because he found himself being beaten by his daughters 
too frequently. He was a golfer of exceptional ability 
(Figure IV), and while in general practice was runner-up 
in the New South Wales Amateur Championship. Incident- 
ally, he was the first Sydney golfer to wear shorts (Figure 
V), a mode of dress which was frowned on by the élite; 
but I am told that when it came to the notice of the 
Prince of Wales he adopted this dress enthusiastically 
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1 man replied: “Normally I start work half an hour earlier 
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and popularized what Craig had pioneered. During the pulled up his trousers and re magnificent pair of 
first World War, Craig was Officer Commanding troops on tartan suspenders, the sight of which brought the house 
Karoola; this appointment, che tor about down. he wore or 
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ped 


: 
eighteen months until the e of Gallipoli, when 


Hospital. 


i Gordon Craig had an outstanding personality, and an 
assurance and aplomb with which he carried off man 
situations far beyond the reach of men of lesser personality. 
While he was still in general practice his services as a 
consultant were availed of from time to time, and on 

one occasion he was called as a consultant to see a 
patient with pneumonia. All went well until the patient's 
wife asked the question which wag the reason for the 
consultation: Is the patient going to get better?” Craig 
walked majestically over to the door, turned around and 
‘said: “We are tossed like a ship upon the sea of life, 
-and whether we make port depends on God’s will.” He 
‘was, it must be admitted, quick to capitalize on any 
‘available situation. On one occasion during the financial 
depression, when operations were few and far between, 
he had one morning two to do and started work at his 
routine time. A visiting surgeon was present and — 
to him: Dr. Oraig, isn't this rather early to start yo 
morning list?” Without a flicker of an eyelid the creat 


than this, but today I have a small list, so allowed myself 
an extra half-hour in bed.” However, one situation on 
which he failed to capitalize @ecurred when he was 
8 A “crossing the frontier between France and Italy. Foreign 
4 languages were not his long suit, and when there was 
ö a slight customs hold-up he said majestically to the guard 

and customs officials “Nous sommes voyageurs purs et 
simples”, and was somewhat mortified at the almost 
hysterical reaction of the officials and guards at the 
aplomb of the self-confessed half-Wits. He was, it must 
be farther confessed; somewhat of a showman, and enjoyed 
playing to the gallery—never failing, however, to deliver 
the goods. To see him remove a calculus from the bladder 
. Suprapubically was a. truly : majestic sight. At one 
: Clinical evening at the Royal: Printe Alfred Hospital he 
‘i decided to demonstrate a patient who had sustained a 
d ruptured tendo achillis, the patient being himself. Before 
‘ a packed house he climbed on to the-chairman’s large table, 
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will. always remain a matter for conjecture, He could 
never be caught out. If an operative finding proved the 


1 diagnosis incorrect, he has been known to 


Pore : “Ah, I was afraid of that.” He spoke with a 
ttish burr which, it must be admitted, had its fluctua- 
tions in intensity; depending on the occasion and on the 
individual to whom he was talking. My name was 
usually Earlam, sometimes Earrlam, and on very important 
‘occasions. Airrlam. His personality was such that he 
could make remarks to his residents which from lesser 
men would be resented, but not from Craig—whether it 
was a rather gentle 2 1 an assistant’s duty is to 

jon ay the least you can do is not to hinder me”, or a 

more anguished “Laidley, if you cannot help me, for 
God's sake at least be neutral”. I remember him once, 
after completing an operation tor hypospadias, saying to 
the -student ert 1 want you to remember, gentlemen, 
that I have e do.” He 
had the gran er, no pe 
became him. 

Gordon Craig was a foundation member, a member of 
Council and a member of the credentials committee for 
New South Wales of the Royal Australasian College of 
Surgeons. He served as a member of council of the 
British Medical. Association and as president of the 
New South Wales Branch. He was president of the 
Section of Surgery at the first session of the Australasian 
Medical Congress. He was a member of Rotary, a vice- 
captain of the Australian Golf Club and a member of the 
board of various large business undertakings. 

His name will always live in virtue of its association 
with the Urology Fellowship at the University of Sydney, 
and with the fellowships and library of the Royal 
Australasian College of Surgeons which he endowed. 

He sustained a coronary occlusion in December, 1930, 
and died at his oe property at Binnaway on September 


2, 1931. 
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‘THE AITIOLOGY O CANCER OF THE BLADDER: 


By Jzrrrey G. WATSON, 
_ Brisbane, 


⁵ 
of the bladder in man, but there is now evidence to suggest 
that it may be due to a urinary ene pean evidence 
is both and experimental. 

Clinical Evidence. 

Industry. 

As far back as 1895, Rehn in Germany showed that many 
aniline dye workers developed bladder tumours, and he 
suggested that. the bladder mucosa was irritated by a 
substance excreted in the urine. After 1918 the aniline dye 
industry grew in many parts of the world, and with it 
grew bladder tumours. We now know that it was not the 


m contact with betanaphthylamine (2 naphthylamine) 
developed bladder neoplasms. In 1952 Scott reported 
tumours in men who had been exposed to benzidine, and 
im the same year Case discovered bladder cancer in 
ben is the rubber industry where naphthylamines 


“Investigators in the industrial field: showed that these 
parent substances gained entry ‘via the. lungs, skin or 


— — March to April 


alimentary tract, and that in most cases à period of 
exposure of some years was necessary to produce bladder 
cancer. Furthermore, they noted that tumours might 
develop years after the workmen left the industry. These 
tumours in industry were papillomata or carcinomata, 
and were found anywhere in the urinary tract. Many were 
multiple, It was noted that some tumours were preceded 
by congestive lesions, punctate ecchymoses, fine telangiec- 
tases and epithelial hyperplasia. It was also noted that 
bilateral renal papillary tumours occurred in those people 
who excreted larger quantities of metabolites of the amino- 
group. 
In Urological Practice, 

From the follow-up of patients with vesical 3 
it is seen that such tumours are often multiple, and they 
tend to recur, for they are frequently associated with an 
unstable and abnormal mucosa. Wallace and others have 
observed cases of sterile cystitis progress to multiple 
papillary neoplasms. The apparent regression of bladder 
tumours after diversion of the urinary stream has been 
reported. All these observations lend support to the theory 
that a carcinogen in the urine is acting on the urinary 
epithelium, Moreover, vesical tumours are found most 
frequently at the base of the bladder, in 10% of diverticula, 
and are often associated with residual urine. These 
features suggest that stasis may also be a factor in the 
production of these neoplasms. 


Experimental Evidence. 

The substances mentioned so far—namely, 2-naphthyl- 
amine, benzidine and xenylamine—are the parent sub- 
stances which gain access to the body, and they are not the 
actual carcinogens. The observations in industry and in 
practice led investigators first to identify chemical 
substances in the urine of bladder cancer patients, and 
secondly to try to reproduce the cancer in animals, using 
these substances. 

Hueper and Wolfe in 1937, and Bonser in 1943 produced 
cancer in the bladders of dogs by feeding them 
2-naphthylamine; but it was Wiley in 1938 who discovered 
the carcinogen, 2- amino 1-hydroxy-naphthylamine 
(2- amino 1-naphthol) in the urine of these dogs. Bonser, 
in the same year, showed that the substance 2-amino- 
1-hydroxynaphthylamine was 200 times more concentrated 
in the urine than in the blood of these animals, and she 
suspected this substance to be the carcinogen. She proved 
her point in 1952 when Bonser and Jull (Bonser et alii, 
1952 put pellets of 2-naphthylamine (the parent amine) 
and 2-amino 1-hydroxynaphthylamine (its urinary excre- 
tion product) into the bladders of mice. The parent 
substance 2-naphthylamine did not produce tumours, but 
the urinary product 2-amino 1-hydroxynaphthylamine did. 
Note that the carcinogen has an OH in the ortho or 
adjacent position to the NH,. 

In 1954 McDonald (McDonald and Lund, 1954) proved 
conclusively that the carcinogen 2-dmino 1-naphthol actéd 
via the urine. He fed dogs 2-naphthylamine and fashioned 
their bladders into two separate parts, leaving the blood 


and nerve supply intact. That portion bathed in urire 


developed cancer, while that separated from urinary 
contact did not. ; 
In 1950, after observing tumours in benzidine work 


“Scott fed benzidine to dogs and produced bladder tumours 


in them, and Baker found the carcinogen 3:3 dthydroxy- 
benzidine in the urine. This metabolite produced bladder 
tumours when implanted into mice bladders, but the 
parent substance did not. 

Bielschowski in 1946 suggested that ‘the careinogenie 
potentiality of these industrial carcinogens was due not 
ortho or adjacent position. 

Boyland and Williams (1955), and Boyland; Wallace oat 
Williams (1955) applied this knowledge gained from 


industrial observations and animal experiments to the 


naturally occurring bladder cancer in man. ig: EE 


It was known that the parent ce 2naphthylamine 
“was conjugated in the liver to the\glucuronide of 2-amino 


* 


j 

GMA; 1954) observed that xenylamine (4-amino-diphenyl) 
in the manufacture of plastics caused bladder 
neoplasms in a high percentage of the workers. : 


man. 


Mr. P. 
Hospital. 
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l-naphthol, and that. the enzyme ‘glucuronidase in the 
kidney and urine deconjugated it to the free substance, 
2amino I-naphthol. Likewise the amino acid tryptophane, 
which has several breakdown products, gives one, a 


glucuronide, which is deconjugated ‘to 
structure ; 


acid, a substance similar 
1-naphthol. 

Boyland, Harris 400 Horning (1954) also showed that 
the enzyme glucuronidase, and the product hydroxy- 
anthranilic acid, were present in the urine of normal 
people, but present in increased amounts in some patients 
with bladder neoplasms. This ‘was so in bladder urine 
before and after the removal of the tumour, and also in 
the ureteric urine, which showed that it was not the 
presence of the tumour which caused the increase. 
Boyland showed that, when fed alone, a certain carcinogen 
produced cancer in animals at sites other than the bladder, 
but when tryptophane was fed with this carcinogen, then 
most of the animals developed carcinoma of the bladder. 


Thus there was reason to think that, in some people, an 
enzyme of the kidney or urine acted on a safe or con- 
jugated product of tryptophane to produce an unconjugated 
or free aminophenol, which would produce bladder cancer 
if given in high enough concentration, and if given suf- 
ficient time to act on the bladder mucosa. In order to test 
the hypothesis, Boyland and Watson (1956) investigated 
the possible carcinogenic properties of breakdown products 
of the amino acid tryptophane by bladder implants in mice. 
A 20% mixture of the test substance was made up into a 
10 milligramme pellet, cholesterol being used as a base. 
Pellets of pure cholesterol were used as a negative control, 
and pellets of 2-amino 1-naphthol and cholesterol were used 
as the positive control. The pellets were inserted into the 
mice bladders by a transperitoneal cystotomy and left 
in situ for 40 weeks, at which time the mice were killed 


and the bladders examined and studied histologically. 
Some of the mice with 2-amino Imaphthol, the known 


carcinogen, and some with hydroxyanthranilic acid, the 
tryptophane breakdown product, ‘developed carcinoma, 
while the others did not. 


When these pellets were left for a shorter time, then 


only epithelial hyperplasia and papillary lesions developed, 


but not carcinomata; this showed that time is an 


important factor in the production of these cancers. This 


bladder implant experiment has shown that the substance 
hydroxyanthranilic acid, which is present in the urine of 
bladder cancer patients, can produce bladder cancer in 
mice; but mice are not men, and hence we cannot conclude 
that it will necessarily produce r in men. Like wise, 
even if hydroxyanthranilic acid is a bladder carcinogen 
in man, then we cannot conclude that it is the only cause 
of human bladder cancer, in which many 3 are 
operating. 

IJ have emphasized that. ‘there are often multiple 
papillary tumours in the urinary tract, and I believe that 
this suggests a ürogenous carcinogen. I am also mindful 


that there are some single tumours which do not recur 


when removed. This is hard to explain: by a urogenous 
theory, and gives us cause to think of other factors. 
Moreover, we know that some bladder cancers are not due 


to a urogenous carcinogen, but to certain local conditions 


operating for a prolonged periode. g., exstrophy of the 
bladder, schistosomiasis, . leukoplakia. and chronic 


infection. Hinman (1956) and others have shown. that 


bladder tumours may be implanted on the damaged 
mucosa of man, and McDonald and Thorson (1956) showed 
this to be so in the dog. These latter observations make us 
realize that the urogenous theory does not explain all 
bladder cancers, and we have to admit that we do not 
know the cause of naturally * Wet cancer in 
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Forum Papers, in 
By Henny Morrensen, 
Melbourne. 


Tun etiology of pelvi-ureteral obstruction is traditionally 


discussed under conditions occurring within the lumen 


(such as calculi) of the wall (such as tumour, 
tubereulosis or stricture); and the extrinsic conditions 
producing interference with the outflow of ‘urine, such as 
aberrant or polar vessels, and fascial or inflammatory 
bands. When the ureter is normal and the pelvis dilated 
without demonstrable anatomical obstruction, then the 
theory of neuromuscular incoordination is e as an 
etiological factor. 4 


The relation of aberrant vessels to e is an 
interesting one. Can they act as a sole and primary cause, 
as stated by those who claim to achieve the relief of 
symptoms in most of r patients by simple severance 
of the vessel? (In a of 78 cases reported from the 
clinic of Cibert of Lyon, 34 patients were treated by simple 
division of aberrant vessels, with good results.) Is their 
relationship to the obstruction only apparent, the theory 
_ championed by Winsbury White many years ago? With the 
development of the hydronephrotic sac, due to some other 
cause, the relationship of these vessels to the pelvi-ureteral 
junction becomes more and more obvious. Distension 
within the fascial sac surrounding the pelvis and rotation 
of the kidney by impingement of the dilated pelvis’ on the 
psoas muscle, coupled with the effects of ptosis, produce 
a vessel or vessels crossing and apparently indenting the 


pelvi-ureteral junction. Or does the answer to this phase 


of the problem lie in a combination of these two possi- 
bilities Furthermore, how radical can one be in the treat- 
ment of these vessels? It has been stated that polar 
vessels, in the main, supply only the superficial areas of 
the kidney that one may section a vessel which. supplies 
less than one-fifth of a kidney. It is thought, however, that 
due consideration must be given to the ear condition 
of. such à kidney before submitting” to farther 
avascularization, no matter how slight. 


Hjort of Oslo reported that in a series of operations for 
_ hydronephrosis, with section of the aberrant vessel, in 
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necessitating à secondary nephrectomy. Because of this 


he suggests partial nephrectomy where the vessels are 


tied. Semb of Oslo claims to effect far better drainage of 
the pelvis. when partial nephrectomy is performed in 
hydronephrosis. 

It bas Deen that ptoste of ne kidney may be 
a primary cause of hydronephrosis, and that nephropexy 
may be the only procedure necessary for its relief. IT 
ptosis has any bearing at all on the condition, then fixation 
must surely be the concluding procedure in any 
conservative operation. Further, of what importance is 
neuro-muscular incoordination? Or is there always some 
mechanical factor. present? If it is agreed that this 
presents as a definite entity, then surely denervation of the 
pelvis should be part of a conservative operation; : and yet, 
= often is it performed? vA 


Symptoms. 

„ hydronephrosis may 1 with pain, 
often accentuated or produced by gross fluid intake, a 
history of recurrent infections, hematuria or tumour, or a 
combination of these symptoms. Its presence may be found 
accidentally in routine radiological or physical examina- 
tion, or in the investigation for some symptom referable 


perhaps, to the gastro-intestinal tract. A large hydro- 


nephrosis can cause such symptoms from pressure; but one 
should feel sceptical. about a causative relationship if the 
hydronephrosis is small. 


The essential investigation in diagnosis is radiography. 
Intravenous pyelography will render the diagnosis obvious, 
but more accurate and important information may be 
given by retrograde pyelography. Particularly in the case 
of larger sacs, this procedure carries with it definite risks 
of infection or gross irritation from the retention of the 
dye, at times leading to acute obstruction with a flare-up 
of symptoms, systemic and local. It is good practice in 
these cases to use a highly concentrated dye, such as 
“Urokon 70“, whose sterility is ‘assured, and which 
produces good concentration with the introduction of a 
smaller quantity of fluid. With retrograde pyelography a 
more accurate estimation of the site and degree of obstruc- 
tion and the position of insertion of the ureter into the 


- pelvis is obtained—information essential to the planning of 


any plastic procedure. Pictures taken with varying degrees 
of obliquity will be of value. Should the presenting 
symptom be pain and the diagnosis equivocal, the pain- 
reproduction test during the introduction of the dye is 
important, as also is an estimation of the rate of emptying 
after the withdrawal of the catheter. Attention is drawn to 
the observation of Nesbit, that the full radiological infor- 
mation as to the degree of hydronephrosis or even as to its 
presence may on. occasion be obtained only during an 
attack of pain. 

. Estimation of the cortical thickness should be attempted 
from the radiological pictures. Calyceal dilatation in 
association with a large pelvis always spells obstruction, 
but a congenitally large pelvis without dilatation of the 
calyces may not require surgery. 

Aortography has been advanced as a procedure of value 
to determine the position and relation of the extrarenal 
vessels to the cortex and, when combined with pyelo- 
graphy, to the ureter, as also the calibre of the arterial 
supply to the parenchyma itself. However, it is a 
procedure of no little magnitude, and it is doubtful . 
‘whether it should be used as a routine. whe 


Treatment. 


The problems ‘in treatment are 1 For the 
r hydronephroses no treatment may. be necessary. 


ronephrotic dilatation may esses static and there- 


after cease to give trouble. 
de made generally’ as to whether nephtectomy. 


or an 


portion of the pelvis. 


arious writers have mentioned the possibility that a 


attempt at some plastin procedure on the ene be 


undertaken. 


In arriving at this always ‘difficult decision, one. con- 


; Siders first the question of the patient’s age. It is obvious 
that conservation of a kidney is less necessary in the 


person beyond middle age than in young patients: The 
greater resistance to infection of this latter group and 
their greater potentiality. of repair make. them more 
suitable for plastic operations. 


The degree of destruction of the involved kidney is of 
the greatest importance. As a general rule it is stated , 
that before being subjected to a conservative procedure a‘ 
kidney must exhibit one-fifth of the total renal function, 
and be able to assume adequate function should the other 
‘kidney be lost. 


One must be certain that the obetructhig mechanism 
can be removed, and that as a result of this the function 
of the kidney will be improved. One must remember that, 
following in the wake of surgery, there may be a spate of 
complications, such as further scarring of the parenchyma, 
infections and strictures, which may leave the patient in 
a@ worse condition than previously. One must be reasonably 
sure that, if the hydronephrosis is infected, there is a 
reasonable chance of curing this infection when the 
obstruction is removed. One must decide whether com- 
pensatory hypertrophy has taken place on the opposite 
side, since this markedly decreases the possibility of a 
good result. This opens up, too, the whole theory of 
renal counterbalance. In brief, this states that an injured 
kidney, working in competition with a strong, healthy 
fellow, is at a gross disadvantage and lacks the stimulus . 
to improve. As a corollary of this, the stimulation to, and 
possibility of, repair of a unilateral hydronephrosis 
conservatively treated, is less than when the condition is 
bilateral or occurring in a solitary kidney. 


If conservative surgery is decided upon, the procedures 
available are legion. Whilst the recognition of the disease, 
we are told, goes back several centuries, the first recorded 
attempt at any conservative procedure on the region of 
the pelvi-ureteral junction was that made by Trendelen- 
burg in 1886; he conceived the idea of relieving the 
obstruction in a voluminous hydronephrosis by opening 
the sac and cutting through the junction with the aid of 
scissors. The approach was through the abdomen, the 
colon was injured and the patient -died from intestinal 
obstruction. Kuster, on June 14, 1891, previously having 


operated upon 13 patients with hydronephrosis by 


nephrectomy, nephrotomy and the suture of the sac to the 
wound edges, set out to operate on a boy, aged 13, who 
suffered from a fistula arising from a previous nephros- 
tomy for hydronephrosis, secondary to a stricture of the 
upper part of the ureter, It was his intention to perform 
a section through the pelvi-ureteral junction, but the 
ureter was found to be almost completely obliterated. The 
diseased tissue was therefore excised and the upper portion 
of the ureter was reimplanted into the most dependent, 
In his presentation of his case 
Kuster made the following comment: 


When I bring this case before you, it is not to present 
to you a curious operation, or a curiosity in the line cf 
operating. The value of the observation appears to me 
to be in the fact that it shows a method by which it 
may be possible to avoid the mutilating and dangerous 
operation of nephrectomy in cases of pyonephrosis when 
and where we do not know that the other kidney is 
healthy. 

At about the same time, Fenger of Chicago utilized the 
Heinecke-Mikuliez operation in a case of valve formation 
and stricture of the upper part of the ureter. Up to the 


end of 1896, 12 patients had been operated upon by six 


surgeons, In 1904 the results were reviewed: five patients 
had been relieved of symptoms, two had died, three had 
fistula, one required nephrectomy, one was unrelieved after 
three unsuccessful attempts at repair. 


ue work of. Israel at about the same time was 


interesting—a different approach was used in each of three 
cases. In one he plicated the renal pelvis to reduce the 


h 
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size of the pelvis and cause the ureter to come off the 
lowermost portion of the pelvis; in another he removed a 
valve-like obstruction from the pelvi-ureteric junction: 
whilst in the third he dissected off an aberrant vessel 
bound to the pelvis by adhesions and suspended the kidney. 
All three of these procedures were stated to be e 
by good results. 

The various operations now available may be classified 
as follows: 


A. Without opening into the urinary tract: 
(i) Pelvio-ureterolysis, with or without denervation. 
Gi) Nephropexy. 


(iii) Division of aberrant vessel or 3 with or without 


partial nephrectomy. 
(iv) Incomplete longitudinal incisions, — — Rammatedt. 
(v) The folding operation of Stewart. 
B. Uretero-pelvic incisions: 
(i) Longitudinal incision with (a) intubation (Davis), 
(b) transverse closure (Heinecke-Mikulicz; Fenger, 
1892; Gibson), (c) longitudinal incision up ureter 


and down pelvis (Finney; von Lichtenberg, 1081; 
Priestley). 


(ii) 5 incision with (a) oblique closure—the original 1 
of Schwyzer, (b) inverted Y closure of Foley. 
(iii) W incision (Ballenger, McDonald). 
~ (iv) 9 N flap (Culp and de Weerd; Prince and 


C. Reimplantation of ureter: 
(i) Oblique anastomosis (Kuster, 1891). 
(ii) Split anastomosis. (Anderson Hynes). 
iii) Direct anastomosis. 
D. Combinations with resection of pelvis. 
When the procedure to use in any particular, case has 


been decided on (for no one operation will meet the 
requirements of every case), ones ‘worries are not 
completely ended. 


The main concern towards the end of the operation is 
(a) whether to splint the suture line of the anastomosis, 
and/or (6) whether to drain the kidney from above, from 
where, and for how long. Both these procedures appear 
reasonable, were it not for the risk of the introduction of 
infection. It must. be regarded as axiomatic that the 


presence of a tube to the exterior, if this is kept in place 


for a sufficient length of time, will always result in 
infection. Weaver has demonstrated by animal 

ments that the calibre of the splinting tube is far more 
important than its consistency, and that a small, rigid tube 
will do far less harm than a larger softer one. -In the 
classical Anderson Hynes procedure, no drain is provided 
for (and the present-day tendency is t6 drain or splint 
less and less), 
nephrostomy or pyelostomy tube may be used. Nephros- 
tomy has the advantage of freedom of drainage, ease of 
replacement of the tube and absence of pressure of the 


tube on the suture line. Its disadvantage lies in the added 
. cortical damage that results from the insertion of the tube, 


the damaged renal tissue fostering infection. The possi- 
bility of drainage of the kidney and splinting of the 


operation site with a plastic catheter 2 out . 


the urethra is worth consideration. 


Results. 


What results can be expected from conservative pro- 
cedures, and how should they be assessed? Relief of 


symptoms must be estimated in association with radio- 


logical findings, since a dead kidney will give no pain. 
Radiological findings of importance demand a good 
excretion of dye, demonstrating a funnelling of the pelvis 
with the pelvi-ureteral junction at the lowest point, a 
reduction in the size of the pelvis and calyces, preferably 
to normal ‘but, not necessarily so, and a satisfactory 
emptying time. Lastly, absence of infection, whether it was 
previously present or not, should be 5 — a 
satisfactory operation. 3 


but should drainage be required, a 


It is difficult to assess the general Walt claimed for 
conservative procedures. No large series of cases is 
available, and the methods’ of approach to the. problem 
cover the gamut of operations enumerated, but the results 
are reasonably standard. In a composite series of over 
300 cases, 75% to 80%: of good results are claimed, and 
the percentage’ of secondary nephrectomies required is in 
the neighbourhood of 5%. 


HYDRONEPHROSIS: SURGICAL REPAIR. 


By N. J. Bonnin, M. B., M. S., F.R.CS., F.R.A.C.S., 
‘Adelaide. 


In any series of cases of hydronephrosis there are 
commonly encountered two difficulties, which are not 
easily dealt with by the older operative procedures. The 
first of these difficulties is the presence of an inferior 
polar or so-called “aberrant” artery, which is kinking the 
upper part of the ureter. The second is the fact that in 
many cases the obstruction appears to be due, not to a 
localized narrowing at the pelvi-ureteric junction itself, 
but to a narrowing or stricture of the upper part of the 
ureter for a distance of some one to three centimetres 
below the point of origin from the pelvis. 


Marking out the flap. 


The operative procedure to be described is modifiea 
from that of Culp. A long, broad-based flap is + employed, 
comprising most of the posterior part of the renal pel 


When turned over this flap extends two to four — 
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down the ureter, The effect of the 3 is not 80 
much to widen the pelvi-ureteric junction as to alter the 
shape of the kidney pelvis itself, from a spherical to a 
long, conical shape, and the apex of the cone will extend 
to a point which should be in most cases well beyond 
the narrowed section of the ureter. The inferior polar 
artery. now crosses the pelvis rather than the ureter, and 
the risk of obstruction appears to be eliminated. The 
sketches (Figures I to IV) should make the operative 
procedure clear, 


The kidney exposed usually by resection of the 
twelfth and" the kidney delivered 7 


The fap turned over and the first suture is 
inserted. 


* ot ‘the. “pelvis is cleared, and the pelyi-ureteric 
junction and the inferior polar ‘artery, if present, are 
dissected free. A triangular flap is now marked by three 
stay sutures, The base of the flap will lie along a line 
between the pelvi-ureteric junction and the lower pole 
of the kidney. The apex of the flap will lie on the 
uppermost part of the pelvis quite close to the kidney; 
but the flap should have its sides of equal length, and 
the apex is placed so as to bring this about. The lateral 
edge of the flap is a curved line a few millimetres 
away from. the hilum of the kidney. The medial edge 
of the flap runs in a curve along the medial convex margin 
of the hydronephrotic pelvis. The curved sides meet at 
the apex at an angle not more acute than a right angle. 
The length of the flap is limited to twice the width of 
its base. Once the flap has been planned and its limits 
have been marked by fine stay sutures, the first incision 
2 made through the pelvi-ureteric junction, and this is 
examined from within. The incision at present 
half an inch down the 
The operation now 2 by extension of . — 
incision upward: along the buiging medial margin of 
eurve concave towards the Kidney. 


* 


At the apex the incision turns at a right angle and then 
runs down, following the curve of the hilum of the kidney 
at a distance from it sufficient to leave an adequate cuff 
of tissue to suture. This incision ends close to the lower 
pole of the kidney at the lower stay suture. The flap 
is now turned over and laid alongside the ureter, and 
the incision in the ureter is extended on downwards, 


running a little medially in a slight spiral as it does so, 


until the level of the apex of the flap is reached. 

The first suture is now inserted between the apex of 
the flap and the end of the ureteric incision, the knot 
being tied on the outside. The kidney is now turned 
over and the anterior suture line is continued. The 
medial edge of the flap (which originally lay along that 
part of the pelvis far from the kidney) is sutured to 
the lateral side of the open ureter. 

Interrupted 0000“ catgut sutures on a fine eyeless 
needle are used, and all knots are tied on the outside. 
The kidney is now laid back and the posterior suture 
line is begun. A catheter placed temporarily down the 
ureter makes suturing easier. The interrupted sutures 
are continued right on up to the apex of the incision in 
the kidney, so that below, the flap is approximated to the 
ureter, and above, the defect in the renal pelvis is closed. 

It will now be found that the flap has been rotated 
to form the lateral side of the lower portion of a long 


II. 
Anterior suture line completed. 


conical pelvis, and the upper part of the ureter becomes a 
narrow strip of tissue let into the medial aspect of the 
lower kidney pelvis. 

Ag with all rotation flaps, a “dog ear” forms in this 
ease at the upper end of the anterior suture line. This 
must of course be left, as its removal would narrow the 
base of the flap and impair its blood supply. No splint 
is used. 

The kidney is then placed in a comfortable position with 
the lower pole drawn a little outwards, and is held in 
place by suturing the kidney capsule down to the posterior 
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abdominal “wall to form a ‘pocket tor the lower pole, 
after the od of 

A drain is, ed down to the posterior aspect of the kidney, 
and the end of the. drain 
not in contact with the suture line, b 


The photographs (Figures VI to XIII) have been taken 
to show various stages of the operative procedure in a 
case of hydronephrosis with Dietl’s Cohan A. brief 
history of the case is as follows. 


Mrs. S., since 1948, had suffered recurrent attacks of right 
upper abdominal pain, always associated with the 
appearance ot a ‘palpable swellifig i the right upper 
quadrant of the de, The attacks me lasted for periods 


Figure Iv. 
Posterior suture line completed. 


varying from a few hours up to three days, and had 
recurred at varying intervals averaging somewhere about a 
month apart. In 1949 she was examined during a typical 
attack. A large, rounded, upper abdominal swelling was 
present on the right side and could be ballotted through to 
the loin. While the swelling was being palpated with the 
patient lying on her back, its tension suddenly decreased and 
it disappeared, and this was associated with the relief of 
pain. Subsequent intravenous and retrograde pyelography 
revealed a right hydronephrosis of a mild degree. A corset 
was prescribed, and when worn was quite effective in 
preventing attacks; but she became tired of wearing it. 


On April 5, 1956, a modified Culp operation was 33 
(Figures VII to XIII) together with a Deming type of 
nephropexy. Her convalescence was and she 
was discharged home on May. 18. 


On January 9 1 — reported back for a follow-up 
examination. She completely free of 
since operation. 3 „ pyelogram showed a reduc- 
tion in the size of the hydronephrems and a longer 3 
with an indentation at level of the lower pole of 
kidney, apparently caused by the inferior polar artery. Below 


em the uretero-pelvic junction region appeared 
a well-filled ureter could be seen below 8 

“Blood Supply to the Renal Pelvis. 
In any plastic operation, the first necessity is that 
flaps must survive, and in the case of the kidney they 


must survive with certainty, for here, unlike operations 


on the skin, there is no opportunity for revision 1 the tip 
of a flap’ becomes necrotic. 


View from — . of operation. Aberrant inferior polar 
vessels. crossing pelvi-ureteric junction. 


The blood supply of the renal 
mental importance; but it was bot antl 1955 that Douville 
and Hollinshead published what was stated to be the 
first detailed study of the renal pelvic blood supply which 


had ever been undertaken. In summary they described 
a plexus in the adventitia and another in the submucosa, 


‘ Ficure VIII. 
From posterior aspect: fap ot by stay tore. 


both plexuses being fed by many tributaries from the 
trunks and branches of the renal arteries. The blood 
supply is such as to allow the n ol a viable flap 
in almost any direction. 

Actual studies on the viability of flaps, of course, have 
not been performed, and indeed it is diffleult to see 
how this could be done, However, 5 seems e 
to follow the ordinary rule that the . of a flap should 
not exceed twice the width of its base and that acute 
angles should be ayoided. 

The blood supply of the ureter has been known in detail 
for many years. The upper third is supplied by branches 
running down from the renal artery. If the ureter ‘is 
severed at its upper end, the normal blood supply of 
the upper portion is therefore also severed, and it must 
obtain its supply from branches lower down at the level 


pelvis is thus of funda- — 
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from the vessels at the pelvic brim; moreover, the blood 
must travel a considerable distance in a retrograde 
direction along anastomotic channels, and these tend 
to be variable. 

It seems. not unreasonable, then, to express a preference, 
on these grounds, for the operations which do not sever 
ite ureter and diminish its blood supply at the suture 


Fiaunn IX. 


The Aberrant Renal Vessel. 


Whatever operative procedure is carried out at the 
pelvi-ureteric junction, there is still in many cases an 
inferior polar artery, which has obviously been causing 
obstruction in this region. Whether the artery is really 
“aberrant” or whether it is the primary or secondary 
cause of the obstruction is irrelevant; but what is of 
consequence is that, if the artery is left in situ, it obviously 
constitutes a threat of causing obstruction again: It is 
an end artery, and ligation will inevitably result in an 
area of infarction of the kidney, large or small in extent 
depending on the size of the artery. Apart from the 


obviously Sahle sequel of loss of function of — 
tissue in an organ already damaged, the presence 
necrotic tissue in any wound ¢tonstitutes an invitation > 
infection. 

Cases have been reported in which hypertension has 
followed ligation of an aberrant artery. 

II a partial nephrectomy is performed after the artery 
has been ligated, then this at least removes some of the 
risks; but it also removes part of an organ in an opera- 
tion whose aim is to preserve as much as possible of 
the function of that organ, and this hardly seems 


logical. Niimeroug other procedures have been described 
to deal with this difficult artery, most of them not very 
satisfactory, although in some cases a suitable nephropexy 
may swing the artery away from the danger point, and 
transposition of the ureter as in the Anderson operation 
may provide an answer. In the operative procedure 
described here, the situation is met by the fact that 
the artery now no longer crosses the pelvi-ureteric junction, 


Ficurs XI. 
Anterior suture line completed. 


but crosses the wide funnel-shaped pelvis where is cannot 
cause obstruction, and in the cases in which this opera- 
tion has been performed, there has so far been no subse- 
quent trouble from this so-called aberrant vessel. 


The Use of a Splint. 


A splint usually means a tube running through the 
anastomosis and with one end led out through the wound. 
As well as acting as a splint and a drain for urine, it 
also acts as a path for bacteria from the skin wound to 
the kidney, so that in fact its use amounts to nothing 


less than deliberately placing an infected foreign body in 


Ficurs XII. 


Posterior suture line proceeding (catheter tenporarily in 
place - aid suturing). 


a sterile field. The only justifler tion for such a step should 
be the argument of necessity, and sufficient experience 


has now accumulated to show that it is ‘not in fact 
necessary in most cases. 


Nephropexy. 

At the end of an operation for repair of a hydro- 
nephrotic kidney, it is highly desirable to have the 
repaired structures lying nicely in the position the 
surgeon intended, and this usually means some form of 
nephropexy as a final step. 

The Deming operation is the only type of procedure 
which allows the retention of mobility in a normally 
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mobile — However), the operation ‘is 

easy to perform. The fascia is not always a 
strong structure, and if stitches are inserted 
medially, there could be some risk of penetrating. the — 
peritoneum and perhaps injuring: an intraperitoneal viseus 

or even the colon. 


In the last case in Which a Bes er was Dertormes, 
a procedure was used which seems much easier and 
and provides a stronger renal support. 


The peritoneum. was opened, in the area where it would 


lie against the lateral and anterolateral abdominal wall, 
by a short vertical. incision about two inches long. A 
finger placed in the peritoneum. allowed easy palpation 
of the kidney, and with the finger curled round the lower 
pole, the kidney wag pushed into a comfortable position 
with the lower pole displaced a. little Gutwards. Round 
the lower pole of the kidney, a series of mattress sutures 
now fix the strong triple layer of peritoneum, trans- 


Viewed from front: final result-A Jong conical pelvis 
extends one and one-half inches below the previous 
pelvi-ureteric 


and kidney capsule to; 
abdominal wall, the knots being tied outside — peritoneum. 


In this way a secure pocket for the lower pole of 
the kidney was formed. The procedure was much easier 
to carry out than the Deming operation and formed a 
more secure pocket, and the risk of injuring an intra- 
peritoneal viscus was eliminated. The peritoneal. incision 
was closed with a running suture. 5 


I have not had the opportunity of performing this 
procedure again prior to reporting it here, so that this 
is no more than a suggestion; but I believe it warrants 
further trial. Provided the urine-is sterile, there can be 


no logical objection to opening and closing the peritoneum. . 


Summary. ‘ 

Based on the operation described by Culp, a. plastic 
procedure is described for the repair of hydronephrosis . 
and illustrated by sketches and by photographs of the 
actual operation. The operation aims at overcoming 
the difficulty presented by the long narrow upper ureteral 
well as at coping 
with the presence of an aberrant renal vessel. 

A long broad-based flap, comprising most of the posterior 
surface of the renal pelvis, is turned down, and the 
effect of the procedure is to turn à spherical kidney pelvis 
into a long conical one.. in any plastic procedure for 
the repair of hydronephrosis, the surgical principles 
regarded ag of majer importance are to assure the blood 
supply of flaps and ureter and to preserve asepsis. It is 
suggested on anatomical grounds that oe that 
sever the ureter must entail some Tisk of tissue loss 
by impairing the blood supply to the u te of the 


principles of ‘asepsis. A case is- reported u whieh a new 
ot nephropexy was used. 

This operation has been performed in nine cases 80 
far, and in all convalescence has been smooth. „ 
has been no post-operative urinary discharge, and all 
patients aa symptomatic relief, 
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Figura ‘V.—Pre-operative intravenous pyelogram. 
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EXPERIENCES WITH PYELOPLASTY:: 


By Warwick Macky, 
Auckland. 


Over the years, many surgeons have adopted a 
pessimistie attitude toward plastic operations on the renal 
pelvis. Convincing résults have been reported, but, as 
with the problem of stress incontinence, the large number 
of operations described suggests lack of of. sustained success 


in any instance. 


However, we decided to try a new operation applicable 
to abnormal “insertions” of the ureter and stricture of 
the dependent: uretero-pelvic junction described by Culp 
and De Weerd of the Mayo Clinic in 1951. The operation 
bears witness to Dr. Culp’s early association with the 
celebrated Dr. Fred Foley. Previously, most of our 
patients were treated by Foley VI plastie repair or Davis 


intubated ureterostomy. 


I submit a short report of experiences in Auckland 
with special reference to cases of solitary kidney, since 
these provide unequivocal. evidence of success or failure. 
One case of Foley V-Y plasty is included since it 
exemplifies the need for accurate case selection. In all 
cases the patients were operated upon by Dr. Howard 

Gaudin or myself. The patients totalled 23; nine were 
maleg and -14 females. Nineteen patients were followed 
for periods from six months to three and one-half years. 
One female patient had bilateral: operations. The average 
age was 26 years, the wungest patient being three years 
old, the oldest 55 years old. There 2 no mortality. The 
average length of stay in hospital after operation was 
approximately 22 days. 


Soon after operation, most patients suffered undue pain 
and abdominal distension, which, treated by conventional 
means, gave rise to no serious anxiety. Wound sepsis was 
a problem in three cases with pre-operative urinary sepsis. 
Two patients had troublesome post-operative. reactionary 
hemorrhage. Substitution of pyelostomy for nephrostomy 
has reduced the incidence of bleeding, making nursing 
easier. Secondary hemorrhage has not occurred. The 
pyelostomy or nephrostomy drain was removed about the 
fourteenth to the twenty-first day after prograde pyelo- 
graphy had been carried out, at any event in earlier 
- eases... In recent favourable cases, without pre-operative 
sepsis, no pyelostomy tube or splint was used. Nephros- 
tomy has been retained indefinitely in one case; this is 
discussed later. The urinary fistula usually shuts rapidly 


“after removal of the pyelostomy tube. There were no 


persistent fistule. Urinary “tract infection 

after operation with troublesome symptoms in 
three cases after three months and in one case after 
twelve months. Microscopic. pyuria persisted in twelve 
cases after three months and in four cases after one year. 
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Summary of Results. 


Results (Table I) have been grouped under the following 
headings: (i) Symptomatic relief. (ii) Effects of operation 
on pyelographic appearances. (iii) Renal function. (iv) 
Effects of operation on established urinary tract sepsis. 


Symptomatic Relief. 


Most patients experienced good symptomatic ‘relief 
after plastic repair. General health improved greatly 
in 17 out of 19 cases and was improved to a lesser extent 
in the other two. No case was made worse in any respect. 
Urinary symptoms, such as recurrent bouts of incapaci- 
tating renal pain, were cured in almost every case. From 
the patient’s point of view, this symptomatic’ relief was 
quite remarkable in many cases. This is in vivid contrast 
to borderline cases in which the uretero-pelvic junction 
was simply cleared and mobilized, usually without relief. 


TABLE I. 
Results in 19 Patients Followed for Siz Months to Four Years. 
Radiological. 
Symptomatic. 
i Anatomy. 
Result. 5 
Function. 
General | Urinary Renal 
Health. Symptoms. Pelvis. Calyces. 
17 18 — — 4 
2 1 18 3 13 
Unimproved .. — — 1 16 2 
Worse .. — — 55 — — 


Pyelographic Appearances. 


Improvement in the pyelographic appearance of hydro- 
nephrosis has not been particularly striking. In fact, 
it is amazing how a grossly abnormal kidney may funetion 
well and remain symptom-free over a period of years. 
The aim of operation is to provide a properly funnelled, 
dependent uretero-pelvic junction. One attempts to 
demonstrate this by prograde pyelography before removing 
the nephrostomy tube. In fact, it is often difficult to 
persuade dye substance to enter the ureter by this 
procedure. The junction outline often looks irregular and 
distorted, but usually dependent and funnelled. One 
expects a reduction of redundant renal pelvis, much of 
which is excised or used in the flap, but dilated calyces 
seldom contract except in the very young. 


Effects of Operation on Renal Function. 

Function was greatly improved in four cases and 
definitely improved in 13; there was no improvement in 
two. Intravenous pyelography, although of doubtful 
accuracy, was used for assessing function before and after 
operation. It is significant that the operation may be 
advised in patients with a solitary kidney without undue 
hazard of depressing renal function. 


Bffects of Operation on Urinary Sepsis. 

Of six patients with pre-operative urinary sepsis, five 
were cured. This finding is important evidence of adequate 
renal drainage despite persisting stasis in dilated calyces 
in most cases. 

Histon Case Reports. 

Five cases in which there wag a solitary kidney are 
reported in detail since evaluation is more definite. 

Cin I.—A female patient, aged 55 years, had had a left 
nephrectomy. performed many years previously for reasons 
unknown. Gross hydronephrosis with incipient renal failure 
was diagnosed in 1951. Treatment was refused. Four years 
later she was almost bedridden owing to poor general health 
and invariable onset of renal crisis-like attacks on getting 
about. There was persistent pyuria, and gross 


mainly extrarenal, was confirmed by iarravendus pyelography. 


hydronephrosis, 


The right kidney was explored six months ago. There was 
a spleen-shaped kidney with much redundant renal pelvis 


and 1 stricture. The ureter was * upon itself 
ection 


al pelvis wa Post- operative 
was inefficient, — urine leaked for 
24 days. The patient discharged herself from hospital, and 


the fistula spontaneously closed during the car ride home 


to the country. After six months she was symptom-free and 
returned to full activity, including horseback riding. Urine 
was macroscopically clear, showing a few pus cells per 
high-power field. Intravenous pyelography shows reasonable 
function, a reduced renal pelvis with improved contour and 
the calyces as before. 

Although the follow-up period is only six months, this 
case indicates that with gross, infected hydronephrosis 
and incipient renal failure in a solitary kidney, salvage 
is possible. The age of 55 years is probably the upper 
limit for this operation, especially if the other kidney is 
sound. Here is a good clinical result, despite prolonged 
fistula, wound sepsis and a bizarre appearance of the 
final pyelogram. 

Case II.—A female patient, aged 30 years, had undergone 

left nephrectomy for hydronephrosis when aged four years. 
She was seen in 1954, when she gave a five-year history 
of recurrent right loin pain and persistent urinary infection 
with bouts of pyelonephritis. She was almost completely 
incapacitated and had been given a hopeless prognosis else- 
where. Intravenous pyelography showed fair function with 
advanced hydronephrosis, dilated calyces and several small 
calculi in the lower calyx. Exploration of the kidney on 
May 24, 1954, showed high insertion of the ureter with 
uretero-pelvic junction stricture and a large aberrant vessel 
supplying the lower third of the kidney. Foley V-Y plastic 
repair was carried out with conservation of the aberrant 
vessel. She went home on the eighteenth post-operative day. 
Nearly three years’ later she has sustained remarkable 
improvement in general health, has adopted a child and 
leads a normal life. She has had three mild bouts of urinary 
tract infection in nearly three years. The urine between 
times is microscopically clear. 
This case “again illustrates the possibility of salvaging 
a chronically sick female for whom the outlook seemed 
otherwise hopeless. The Foley operation was preferred 
owing to high insertion of the ureter and in order to 
conserve the aberrant artery. 


Casp III.—A female patient, aged 46 years, had undergone 
left nephrectomy ten years previously for hydronephrosis. 
She had a four-months history of increasing disability due 
to right loin pain with urinary infection and bouts of pyelo- 
nephritis with incipient uremia. Intravenous pyelography 
showed extensive hydronephrosis, mainly extrarenal, and 
probable uretero-pelvic junction stricture. The right kidney 
was explored on October 29, 1953, and intrinsic stricture 
of the junction confirmed. Culp pyeloplasty operation was 
performed. The early convalescence was stormy, with fever 
and wound infection. The nephrostomy tube was removed 
three weeks after operation. Subsequent recovery was excel- 
lent, and she became symptom-free. In July, 1954, she 
developed carcinoma of the sigmoid colon, for which resection 
and anastomosis was carried out without incident. Follow-up 
investigations after three years and six months proved that 
she had remained symptom-free, carrying out all normal 
‘activities. Her urine was clear. Intravenous pyelography 
showed adequate function with improved contour of the 
renal pelvis. 

This case again illustrates possibilities of salvage of very 
sick people with incipient renal failure. 


Case IV.—A male patient, aged 21 years, whose right kidney 
was absent, sustained an injury to the left kidney in 1950. 
In 1952 an infected left hydronephrotic kidney was submitted 
to plastic repair with division of a stricture; the type of 
operation is unknown. Progress was unsatisfactory. In 1956 
the kidney was again explored and Culp pyeloplasty was 
carried out by Dr. H. J. Gaudin. Convalescence was routine 
in its course. After ten months the patient remained symptom- 


. free, his urine showing a few pus cells per ps eae field. 


However, very gross hydronephrosis persists. 


This case shows that, provided drainage * adequate, the 
patient may lead a normal life with one very abnormal 
kidney when the effect of obstruction and infection is 
overcome. 

Cusn V.—A boy, aged 13 years, had an aplastic left kidney 
and a very large right hydronephrosis. A punch in the right 
upper part of the abdomen by a smal: boy was followed 
by profuse hematuria next day. The doctor, finding a mass 
in the right loin, advised nephrectomy, but as preliminary 
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intravenous pyelography showed 1 left kidney, 
J. Gaudin. Much 


plastic repair was attempted by Dr. 


redundant extrarenal pelvis was Fries and a nephrostomy | 


tube left in situ. After eleven months general health was 
maintained — satisfactorily with nephrostomy drainage. 

Moderate urinary tract infection persisted without symptoms. 

This boy passes some urine, but because of the capacity or 
the dilated upper tract, decision to remove the nephrostomy 

_ tube has been deferred. 

This case shows that operative interference in such a 
kidney is feasible. Although life may depend on a nephros- 

tomy, the patient has established some normal drainage 

after repair of the pelvi-ureteric junction. The state 

of general health is such that the nephrostomy could be 
closed if the capacity of the intrarenal part of the 


This small series shows that the ~Culp-De Weerd 
operation is a most valuable procedure for arresting 
renal parenchymal destruction by restoration of natural 
urinary drainage. Best results stem from accurate case 
selection. This operation is best suited for extrarenal 
hydronephrosis ‘with a stricture in a dependent uretero- 
pelvic junction. It may be carried out in association with 
a Davis intubated ureterostomy or other procedure where 
necessary. -Culp advises routine examination of the 
uretero-pelvic junction when pyelolithotomy is performed. 
Abnormal “take off” or stricture should then be corrected. 
Two patients, who had had unsuccessful: plastic repairs of 
a different type previously carried out, were very much 

improved by subsequent Culp operations. 


Although some patients have been followed for a 
limited time, we have been impressed by the lack of 
deterioration over two or ‘hree years in good results. 
A good result is lasting. Misgivings concerning late 
stricture of anastomoses, particularly at the apex of the 
flap, have been unjustified. Perhaps the principle of 
continuity of urinary epithelium is a good one, and 
preferable to reimplantation techniques. Prompt closure 
of fistule after nephrostomy with rare breakdowns there- 
after is Bon evidence of free drainage. Post-operative 
pyuria in previously uninfected cases usually subsides 
promptly except where calyceal dilatation is gross. Like- 
wise, great improvement in pre-existing sepsis may be 
expected. The importance of eliminating post-operative 
infection as far as possible is accepted. As a routine, 
antibiotics are used only when the urinary tract is free 
from foreign bodies, such as drains and splints. Sulphona- 
mides provide adequate “cover”. 


Although some resolution of calyceal hydronephrosis, 
sometimes approximating a normal state, may be expected 
in the young, final pyelographic appearances matter little, 
provided drainage is effective. Likewise, apparent non- 
function is no bar to conservative operation in the young. 
The final decision is made on the stg, of Te yensl cortex 
at operation. 

Diagnosis of ureteropelvic can 
made on pre-operative intravenous or retrograde pyelo- 
grams and may be associated with defective implantation © 
of the ureter. Accurate assessment is possible only at 
operation after clearance of kinks and adhesions and by 
the passage of a suitable bougie via a small incision in 
the renal pelvis. Although usually necessary, this method 
is not free of risk. One patient, known to me, discharged 
urine for three weeks after such an incision when no 
plastic operation was considered necessary. 

Summary. 

Results ot pyeloplasty in 24 patients with stricture at 
the — junction are discussed. 

There were 24 Culp-De Weerd operations (one female 
patient had bilateral uretero-pelvic stricture) and one 
Foley VV plastic operation. 

Reports of five cases in which there was a hydro 
nephrotic solitary kidney are presented. 

in selected cases. „ 


THE SURGICAL APPROACH TO THE MALIGNANT — 
KIDNEY. 


Sydney. 


Tue treatment of renal malignant disease is essentially 


surgical, aided to some extent by deep X-ray therapy. 


Even in advanced cases operation is indicated to relieve 
pain, stop exsanguination from hemorrhage, relieve pres- 
sure symptoms on- stomach and bowel, and, most important, 
to verify the imp ion that the patient has a malignant 
tumour, and not a more curable lesion. 4 

The substance of this paper and the ideas expressed 
are based upon an experience of nearly fifty cases of renal 
tumour in the past five years. This period of time has 
seen a number of changes in the approach to the kidney, 
and I propose to consider each of these briefly, with an 
advocacy of a technique which 1 have found to be the 
most successful. 

To date the usual five-year aner! vated for cortical 
new-growths appear to be between 15% and 20%. This is 
largely due to their high degree of malignancy, particularly 
in the case of renal-celled carcinomata, which form the 
majority of the group. Their blood supply is very rich, 
and the malignant tissue is in close — with the 

vascular spaces, often projecting into the blood-stream. 
They metastasize by the efferent blood ‘vessels, and also 
by the lymphatics to the regional lymph nodes, particularly 
to those near the pedicle and in association with the 
aorta. Nephrectomy must therefore be carried out early, 
and it must be accomplished with a minimal — of 
before the pedicle is ligated. 


Lumbar Approach. 


In the case of the. smaller tumours, approach is com- 
monly. made through the usual lumbar incision. However, 
large tumours are common, and frequently I believe this 
exposure is inadequate. The kidney is first exposed up 
under the ribs, and then delivered from its fatty capsule 
and brought down to the incision in the loin. The attach · 
ment of the pedicle vessles to the aorta and the vena. 
cava run at a higher level than the highest point of the 
lumbar incision, and therefore the direction of. the 1 
is downward as well as outward. Where the pedicle is 
short, and the mobility of the great vessels is limited, 
dangerous tension can be placed on the renal vessels, 
particularly on the veins, which are easily injured. 55 

Resection of the twelfth rib is often of help, but it 
does not permit a great deal of further — ol 
the upper pole. It thus appears to me that in many 
cases of renal disease, c 
a ‘approach is essential. 


horaco · Abdominal hen 


‘For this reason attention has recently been devoted 
to a transthoracic approach, after the manner of that 
developed for gastric and splenic surgery. Mortensen 
(1948) of Melbourne was the first to apply this route to 
renal surgery when he removed a large tumour through 
the tenth rib bed. Shertly afterwards Chute and Soutter 
(1949) of Boston wrote of tie advantages of as eleventh 
or ‘tenth rib. thoraco- abdominal approach. 


In both cases the incision ig made directly: over the 
rib from the vertebral border to the edge of the rectus. 
at the level of the umbilicus. The rib is removed sub- 
‘periosteally, and the pleural cavity entered, under positive 
pressure respiration, through the periosteal bed in the 
upper part of the wound. The peritoneal cavity is then 
entered in front by carrying the incision through the 


‘decussation of the diaphragm with the transversus 


abdominis muscle, and through the oblique muscles. With 
the aid of a Finochietto rib retractor, the Hay a 


~ brought into viev. 
to Apel 4, 15 
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ILLUSTRATION TO THE ARTICLE BY BRIAN 
* MARKS AND LEO ROENER. 


FIduRE I. 


Postero-anterior chest radiograph of one of the patients 

in the series with chronic bronchitis. There is well marked 

basal 1 together with coarse fibrosis of bron- 
chitic type in both upper and mid zones. 
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There is no doubt that the approach does give excellent 
exposure of the kidney and region of its pedicle, and is 
particularly valuable where the tumour is large and 
adherent to the diaphragm or intraabdominal structures. 
With good anzsthesia and the maintenance of an expanded 
lung, shock does not appear to be increased by opening 
the pleural cavity. 

Chute (1951) claims an almost complete absence of 
chest complications, but I believe that this is a doubtful 
factor in this incision. If intrapleural hemorrhage or 
Infection should occur, then the convalescence is going 
hae at least and permanent damage may 

W. 

An early experience in this regard has caused me to 

refrain from the at all possible. 


: ‘Figure I. 
‘The broken line marks the costo-dorsal approach to the 
‘ right kidney. 


7 


A married woman, aged 50 years, had noticed bleeding on 
and off for a year. It had been treated at first with medicine, 
and then by a gynecologist by hysterectomy. Bleeding 


- eontinued to recur, and when she was examined a mass was 


“easily palpable in the right loin. The uterus had been found 


“to be small and p 


been obviously mistaken. 
Because ot the size ot the tumour, a e iNihigiels 
‘eleventh rib approach was used. There was excellent 
‘exposure, but nine days later her temperature was raised 
slightly, and it continued around the 100° F. mark. She was 
‘geen by a chest surgeon and the chest aspirated of 200 cubic 
centimetres of blood-stained fluid. Five days later a small 
incision was made, much pus evacuated, and a de Pezzer 
drain inserted, She improved temporarily, but relapsed; and 
a rib resection was performed. However, she died two weeks 
2 three and a half weeks after operation. The wound 
nad ‘healed well. 
_. This complication is no doubt rare, but it must be 
always a possibility, and must influence one to refrain 
‘from. entering the pleural cavity when possible. 


2 Eleventh Rib Extrapleural Approach. 


, Ot course with care one can usually keep the eleventh 
ib approach extrapleurai; this was accomplished in 
other subsequent cases, and has been recently advocated by 


Woodruff (1955). To do this, it must be recalled that 
the diaphragm is attached to the tips of both the eleventh 
and twelfth ribs in a downward curve inside the bony 
thoracic cage. Between the rib cage and the diaphragm 
is formed the costo-phrenic sinus or prolongation of the 
pleura, with the lung at a higher level. The sinus is 
only loosely ‘adherent to both the diaphragm internally 
and the posterior rib periosteum externally and may 
extend down to or below the twelfth rib. This is why 
it is at times opened when the classical lumbar incision is 
extended posteriorly. 


However, it comes more anteriorly when it crosses the 
eleventh rib—as far forward as the junction of the middle 
and anterior thirds. When ‘this rib is being resected, 
therefore, the stripping of the periosteum must be com- 
menced well forward, and then carried back beyond the 
angle with the posterior periosteum incised in the line 
of the wound. The diaphragmatic fibres running to the 
twelfth rib can be seen at the site of the removed tip 
of the eleventh rib, and further back the anterior margin 
of the pleura, The fibres are incised backwards; and 
when the pleura is reached, it is freed by blunt dissection 
until it retracts behind the tenth rib. 


A good deal of care is necessary in this dissection, and 
small perforations can easily occur. These can be readily | 


Ficurp II. 
The shaded areas show the sections of ribs removed with 
the costo-dorsal incision. 


Closed, but good positive pressure intubation angesthesia 
must always be at hand. 

Its greatest use is for the large upper pole tumour, and 
the access afforded is very good. However, I am unable 
to see the necessity or desirability of risking a possible 
pleural opening, however uncommon its sequele are, when 
other safer incisions can be used. It should be noted 
also that wound infection is, if anything, on the inerages. 


Dorso-Lumbar Osteoplastic Flap Incision. 
In May, 1949, G. Nagamatsu (1950) of New York reported 


‘a new approach to the kidney, based upon an incision 


through the superior lumbar triangle and the removal of 


„ : 
i * 


ay enabled a really good access to be 
‘diaphragmatic area. I have not found it necessary to 
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short segments of the last three ribs. It contains two 
arms. The dorsal portion commences at the superior border 


of the twelfth rib at its angle and sweeps. vertically 


upwards lateral to the border of the sacro-spinalis to end 
below the ninth rib. The antérior portion is carried 
downwards and forwards, as in the classical lumbar 
incision, and deepened through the muscles till the trans- 
versalis fascia is incised. Segments are removed from the 
twelfth, eleventh and tenth ribs from their angles back- 
wards for about one inch, and the lumbo-costal ligaments 
are divided in the superior lumbar triangle. 


This has the effect of mobilizing the bony thorax, and 

allowing a wide extra pleural retroperitoneal exposure of 
the kidney. 

However, it necessitates the reflection. of a large dorsal 
muscular flap, and it is a rather long and time-consuming 
approach. 

On the other hand, the prindipte of resecting short pieces 
of a number of ribs to allow retraction of the overhanging 
lower rib cage ig most valuable, and it is this principle, 
combined with an approach through the bed of the twelfth 
rib, that i wish to HN 


— 


The Costo-Dorsal 


Resection of the twelfth rib to enlarge the conventional 
lumbar incision has been a common but not fully satis- 
factory practice, Little attention has been paid over the 


Fears to a direct approach through the bed of the rib, even 


as a means of giving access to renal tumours. It is known 
to have been used in Europe, but appears to have been 
first described in the literature im 1939 by Elmer Hess 
(1939) of Erie, U.S. A. In this country it has become 
recognized only during the last four of five years, prior 
to which the lumbar’ approaches were unchallenged. I 
believe that it gives a much better exposure than the 
former; and when combined with: ‘a short resection of the 
eleventh rib, it gives one equally as good as the latter, 
without its disadvantages. 


rhe incision rung from the lateral border of the sacro- - 
spinalis directly over the twelfth rib to as close to the 


rectus sheath as-desired. It is carried down to the rib 
dividing the anterior fibres of the latissimus dorsi and the 
serratus posterior inferior muscles, and the rib is resected 
subperiosteally. The deep periosteal layer is then incised 
longitudinally well forward near the rib tip to avoid the 
pleura, which may come to near the ‘centre of the rib. 
Damage to the subcostal vessels and nerves is avoided by. 
incising above them, and there is less bleeding than with 
the lumbar incision. The anterior portion of the wound is 


tearing with the index finger of each hand. The pleura is 
readily pushed up out of the way; but it is advisable to 
cover the severed end of the rib with a slip of muscle 
to prevent puncturing. The kidney is then palpable beneath 
the perirenal fascia at about the level of the hilum, and 
when it is freed both poles are readily exposed. 


With medium-sized tumours of the ‘upper pole, this 
exposure has been found to be very sat „ and the 
pedicle can be approached at once. However, with the 
larger growths it has been found of great assistance to 
carry the posterior portion of the incision upwards above 
the eleventh rib, and to make a subperiosteal resection of 
a short portion of it (one to one and one-half inches) 
medial to its angle (Figures I, II). This has allowed 
considerable retraction of the overlying bony thorax, and 
gained to the sub- 


resect the tenth rib. 


The value of this combined approach was first. found 


while a large upper pole tumour was being removed from 
a man years. He had presented with several 


episodes of vas heavy hematuria and a large palpable 
mass in the right side. ‘The operation commenced with 


a twelfth rib incision, but the mass was adherent to the 
diaphragm, and exposure was not satisfactory. After the 
incision had been carried up dorsally: over the eleventh 

portion resected—a matter of a Beso 


rib, and a short 
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moments the whole outlook altered, and the pedicle was 
readily ligated. Although this man was not in good 
condition before the operation, he was remarkably well the 
next day, and my impression was that this approach had 
caused less shock than I would have expected with the 
other incisions. ‘This impression has been confirmed with 
other patients. 


Through the twelfth rib incision one ean deal with 
almost any renal pathological condition, even fairly large 
tumours. It is anatomically sound and is directly over the 
central part of the kidney and pedicle. There is no 
danger of injuring the twelfth thoracic or first lumbar 
nerve, and the pleura can practically always be avoided. 
As the incision is made along an intersegmental septum, 


‘there is considerably less hemorrhage than with the lower 


incisions. With a reduced ilio-costal gap, a long twelfth 
rib or a muscular patient, there is much more room in 
which to work, and the wound is not as deep as with 
a transmuscular approach The often adherent and difficult 
upper pole is directly beneath the surgeon, who also has 
control of the pedicle without the necessity of putting it on 
tension. It is also extremely valuable in other types of 
renal condition, particularly where a previous attack has 
been made on the kidney through the lumbar route. 


With the larger tumours or other difficult cases it is 
a simple matter to extend the posterior leg of the incision 
upwards and to remove a short part of the eleventh or 
even the tenth rib medial to the angle. The exposure so 
obtained is in my opinion as satisfactory as the eleventh 
rib thoraco-abdominal approach, without the latter’s dis- 
advantages, and is superior to all other * for 
the excision of renal m t conditions. i 
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‘THE: MANAGEMENT OF CANCER OF THE BLADDER 
then deepened through the muscles, and the transversalis — 
fascia is opened and enlarged posteriorly by gently. 


ON BOTH SIDES OF THE ATLANTIC. 
By G. Warson, 
Brisbane. 


No field of — is characterized by so much discus- 
sion regarding proper therapy as is cancer of the bladder, 
and hence I cannot give all the methods of management in 


this short paper, which is a personal impression gained 


by working at two centres and visiting certain cage 
and it is not a 1 ot methods or techniques 
the transatlantia 


The 5 of bladder tumours includes the 
investigation of the patient as well as the actual therapy, 
and therefore it is pertinent to include what surgeons 
at St. Peter’s Hospital, London, have for many years 
termed “the assessment of the bladder tumour”. Such an 
assessment includes the history and physical examination 
of the patient, intravenous pyelography, and cystoscopic 


evaluation under general anesthesia. A biopsy is then 


taken with a Lowsley’s bladder biopsy forceps, to determine 
‘whether the condition is in fact a tumour, and if so its 


pte or histological characteristics. This tumour’ biopsy 
is regarded as one of the most important steps in the 
assessment, for the therapy is eee. to some extent 
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; by the histological report One then performs a bimanual ~ 


examination, in order to determine the extent or stage 
of the tumour, as the next step in the management. This 
is done with the patient in the lithotomy position, with 
an empty bladder, and with complete muscular relaxation. 
Because Crile at Cleveland and others have shown tumour 
cells in the renal vein after palpation of kidney tumours, 
would it not be wise to resect those bladder tumours which 
are resectable before the bimanual examination, which 
may squeeze the celle into the blood and lymph stream? 
i now practise this latter method. 


‘Methods of Therapy. 


wes type of therapy is decided after the physical status 
of the patient and the physical characters of his tumour 
have been considered. If he is physically fit and his renal 
status is good, then the method of management is deter- 
mined by the cell type or veces picture, and by its 
stage or its infiltration. © 


Endoscopic Electrocoagulation or Blectrorésection. 

Where applicable, this is considered the ideal method 
of treatment in all clinics, It is stressed that this method 
avoids wound implants and does not interfere with 
bladder function. However, urethral implantation of 
bladder tumours, and urethral strictures do follow trauma 
to the urethra, and are occasionally seen in those 
clinics where large numbers of patients are so treated. 


It is true to say that most urologists in U.S.A. resect 
more often, and resect more extensive tumours, than 
their counterparts in Great Britain. However, Great 
Britain has its resection enthusiasts, and nowadays this 
is more widely practised than previously. After observing 
expert resectionists in U.S.A., one may conclude that as 
a general rule they used cystodiathermy via the cystoscope 
for small lesions anywhere in the bladder; but some used 
the panendoscope with the ball electrode for slightly 
larger lesions, especially near the bladder base. 


Biectroresection was used for most non-infiltrating or 
mucosal papillary lesions, because the resection can easily 
be taken down to the muscle, and the last pieces resected 
can be kept and sent for histological examination. In 
this way the pathological features of the last part 
resected are known, and one then has an idea whether the 
whole of the tumour has been removed. Dr. W. A. Milner 


at Albany, U.S. A., uses this method. Even after resection 


of the tumour, many urological surgeons coagulate the 
base with the resectoscope. Electroresection is regarded 
as the method of choice for tumours which are slightly 
deeper than mucosal, especially if they are at the bladder 
base or the bladder neck, or for even more deeply pene- 
trating. tumours in the aged and decrepit. Cicero wrote: 
„ „ „ and there is no one so old, but thinks he can 
live a year”, and indeed, such treatment may give these 
old people a year of life. 


The excellent resectionists like John Emmett at the 
Mayo Clinic will resect any tumour anywhere in the 
bladder if it is less than half-way through the bladder 
muscle, and they resect the ureteric orifices without fear, 


stating that it is the diathermy coagulation of these 


which produces strictures, and not merely the resection. 
Those tumours which they judge to be more than half- 
way through the bladder wall, they refer to Ormond Culp, 
and Jim de Weerd, who treat them by open means. How- 
ever, if the tumour ig extravesicak the reseetionists per- 
form an endoscopic resection of as much as they can, and 
then send the patient for radiotherapy. They claim ‘to 


Open Diathermy. 


1b used more frequently in places where endoscopic 
resection is not so enthusiastically practised, and 
especially if the tumour has a large intravesical projec- 


tion which makes resection difficult. Many who practise 
open diathermy also use radon implants, and it may be 
said that urologists at Manchester and Glasgow use a 


radon seeds, 


Partial Oystectomy. ’ 

This has been, and is, the subject of much debate. 11 

is used more frequently by some surgeons than by 

others. In some centres it is used for approximately 

10% of those bladder tumours which are treated surgically, 
and then only for those on the vault or lateral wall. 


At the Karolinska Institute in Stockholm, Sweden, 


Gustay Giertz said that it was necessary to excise a 


three-centimetre margin of healthy-looking mucosa, 
because work there showed that histologically the tumour 
might be growing two centimetres under such mucosa. 
Such a partial cystectomy should not be performed unless 
the rest of the bladder mucosa is normal in appearance, 


and it is preferable not to perform it for a tumour on 


the base of the bladder. If the tumour removed is 
anaplastic, then post-operative high voltage radiotherapy 
is advised by David Wallace at the Institute of Urology, 
London; but Alec Badenoch maintains that it makes 
the patient too ill for the slight benefit which may be 
obtained. 

As there is more than a 10% risk of wound implantation 
of the cells spilt from the projecting fronds of the tumour, 
would it not be better to perform an endoscopic resection 
of the tumour down to the level of the bladder wall, 
so that there is less likelihood of wound implantation, 
when one performs a partial cystectomy? I now use 
this method. 

Total Cystectomy. 


In England there was a decade from 1940 to 1950 when 
cystectomy was performed moderately frequently; but 
when the results were evaluated, the indications for this 
procedure became fewer. There are some centres in 
U.S.A. where surgeons such as Reed Nesbit and Roger 
Barnes very rarely perform a total cystectomy; but then, 
on the other hand, people like Wyland Leadbetter and 
Victor Marshall are exponents of the operation. 


Shakespeare seems to have agreed with them, for in 
Hamlet, Act IV, Scene 3, he wrote: 
diseases desperate grown, 
By “desperate appliance are ne. 
Or not at all. 

Any cystectomy must be regarded as palliative if the 
tumour is more than half-way through the muscle, Some 
urologists will postpone a total cystectomy on a patient 
with an anaplastic carcinoma while pre-operative radio- 
therapy is given,.for it is held that radiotherapy is not 
warranted after total cystectomy. The technique of 
total cystectomy is fairly standard, but “what shall we 
do with the ureters?” is a question often asked. Some 
surgeons put them into the bowel in all instances; some 
put them into ileal loops; and others put them on to 
the skin: There are indications for each method. As 
a general rule in Great Britan, most surgeons establish 
uretero-colic anastomoses, rather than putting the ureters 
into ileal loops. In U.S.A. the ileal loop is fashionable, 
especially with younger surgeons. 

At the Massachusetts General Hospital, Wyland Lead- 
better obtains very good results with his uretero-colic 
anastomoses, and he attributes this to hig careful tech- 
nigue and follow-up. He said that until patients died of 
recurrent renal disease instead of recurrent cancer, then 
uretero-enterostomy could probably be considered the best 
method of diverting the urinary stream, except in patients 
with low renal reserve from any type of nephritis, or 
when dilatation of the ureters made the procedure unsafe. 
In these exceptions he uses an ileal loop. Justin Cordon- 
nier and others have popularized this in the United States, 
while Leslie Pyrah and Professor C. Wells have done so 
in England. Most surgeons said that they used Leadbetter's 
technique for the uretero-enterostomy, unless this was 
combined with a proximal colostomy to divert the fecal 
stream. In such instances the Nesbit type of open anas- 
tomosis is used. Clarence Hodges and Frank Hinman, 
junior, on the west coast of U.S. A., have used this latter 
method with success. 

Vietor Marshall, at Cornell Medical Centre, often estab- 
lishes a cutaneous ureterostomy, and there are some good 

long-term survivals; but Nesbit has commented that these 
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cases are too full of complications, Yor tt 1s necessary — 


to have serupulous care of the tubes, -whi 

out or block. He also says that he cannot — stri strictures 
of the ureter where it comes through the abdominal. wall. 
Nesbit establishes a uretero-enterostomy or uses an ileal 
loop procedure in the rare cases in which he performs a 
5 An ileal loop diversion of the urinary 
stream shouldbe performed only in a fit patient of the 
younger age group, who is able to manage his aro. 
‘and in a case in which a five-year cure is expected. 

in the mucosal or superficial muscle infiltration 2 
However, when there is a dilated ureter and a survival 


of more than one year is expected, this operation may 


be performed. 


The high mortality and morbidity of cystectomy are 


well known, and one may well ask whether cystectomy. 


does any good. Victor Marshall can answer that with his 


excellent data of his operations and control cases. He 
says: “Yes, a little, not a lot, but enough to encourage 
one to continue to perform the operation.” 

Radical Cystectomy. 

By this is meant removal of the bladder, the pelvic 


peritoneum, the glands and cellular tissue, only the rectum, 


nerves, larger vessels and muscles on the pelvic walls 
being left. It has been tried for some time by Marshall 
and Leadbetter, who say it is not an operation to be 
performed by the occassional cystectomist, but by one 
who is performing it frequently, and in an institution 


equipped for the purpose. 
“gkeletonization operation” is indicated in the cases in 


which one would normally perform a simple cystectomy, . 


but in which the tumour is extravesical although not fixed; 
also, when one can tell by examination of frozen sections 
that there are one or two lymph glands invaded by. car- 
cinoma, but not if there are more extensive metastases. 
The operation is long, the blood loss is great and the 
mortality is high; but both Leadbetter and Marshall have 
a few patients who had glandular metastases, and who 
have been cured by such an operation performed more 
than five years ago. Besides being most meticulous in 
their clinical assessment and post-operative care of these 


patients, they have excellent laboratory services to keep 


them informed of daily changes in the patient’s blood 
chemistry, so help their decision as the 


Radiotherapy. 


No method of treatment of bladder tumours is so varied 
from surgeon to surgeon and from country to country 
as radiotherapy, and hence a short review of the methods 
used at the Royal Marsden Hospital, London, is presented. 
The radioactive central source of cobalt and radioactive 
bromine solution has been abandoned. Radioactive 
colloidal gold was used in the bladder in solution to 
destroy small fronds of multiple papillary ‘tumours; but 
radioactive yttrium is better, and is now used instead of 


gold. Such use is still experimental, and confined to a 
catheter should be warmed, and with. oil, 


few centres which are trying to evaluate its efficacy. 


Implants of radon seeds are fairly widely used; but 
radioactive gold grains, which have the same half-life as 
radon, are more popular, because they are cheaper and 
can be implanted better with a “gun” which has an 
automatic. counter on it. Radioactive tantallum wire 
implants are used frequently by Wallace, but other surgeons 
have not followed his method. Radium is now rarely 
used; it does not seem to have any advantages over 
the ether substances, and it does have certain disadvan- 
tages. High-voltage therapy is the most successful method 
used now. It is produced by the cobalt bomb, the betatron, 
or the linear accelerator. 
less skin dose for lethal ‘tumour, dose than does the 
conventional method; but it also produces more necrotizing 


arteriolitig and so the submucosa. gets new blood vessels,. 


the walls of which are rigid and fibrosed, and the rupture 
of which may Trance an exsanguinating hemorrhage. 
is method is 
1 so far used, ‘atid is | with 


Marshall said that his 


Its advantage is that it gives 


the most encouraging method of — 


I have tried to present the management as I saw it 
practised, be it most conservative or radical treatment. 
I wonder what Robert Hutchison would have said about 
the radical treatment? For he decried modern treatments 
in the British Medical Journal four years ago, when he 
wrote: 
From too much zeal for the new, from contempt for 
what is old, from putting knowledge before wisdom, | 
science before art, and cleverness before commonsense; 
from treating patients as cases, and from making the 
cure of the disease more grievous than the endurance of 
the same, Good Lord deliver us. Dry 


; THE TREATMENT OF RETENTION oF URINE 
IN THE YEAR 18062 
By Pavur. Hopkins, 
Maca. 


Tus following methods are those described in “principles 
of Surgery”, Volume 2, by John Bell, 1806. 


Bell gives a good description of the passing of the 
eatheter, and his warnings show a full appreciation of the 
difficulties and dangers of this * 

“Of Introducing the Catheter.” 
Bell writes: 

I do not know that even the ion of eae te, 

itself, is more difficult than that of introducing the 
catheter. More important it cannot be. 

‘The one, is reserved for those who sine dittemnel-2. 
high reputation for surgery, the other. must be 
attempted by every surgéon, young or old, in the navy 
‘or the army, in town or in the country. 

The operation of introducing the catheter, if it do 
not require intrepidity and courage, requires at least 
@ peculiar delicacy, a perfect knowledge of the parts, 
and above all a humane and steady temper. When the 


surgeon is at any time conscious that he is in danger 
of committing violence, he must submit to the imputa- 


tion of having failed, even at the risk of his reputation, 
Petit failed. Petit and three other skilful surgeons 
~ attempted in vain to introduce the catheter, which was 
in the end introduced, with all imaginable N 

_. surgeon of very inferior Skill. 

Bell gives the cause of simple retention as over-distension, 
resulting in lack of contractile power of the bladder and 
spasm. Frequent attempts to pass urine. add to the spasm. 
In stressing the importance of spasm, Bell points out the 
ease with which a catheter may be passed, in these cases, 
after death. 

His description of how to pass a catheter is excellent, 
and need not be repeated here, except to mention that “the 


of egg or butter”. 


“Of the Use of the Flexible Catheter or 8 2 


Bell recommends that if the rigid catheter fails, the 
flexible catheter should be tried. This consisted of layers 
or cloth in wax or gum elastic. It had a stiff wire stylet, 
and by bending the wire * catheter . be given any 
shape we please“. 

Bell points out that he finds it more adtvantagéous to 
introduce the wire, “so as not quite to reach the point 
of the catheter, leaving two inches or more of the catheter 
free. This end, if previously warmed and wrought. in the 
hand, has ‘so much elasticity that it follows the specific 
curve of the urethra”. 

fails, and the, obstruction mot duc to spacm, 
but to stricture in the young; or ee of: ‘the , 
in the aged, Bell then advises: 1 
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„„ take a small bougie, turn up the point, so the 
hooked point will look towards the pubis [surely the 
coudé curve], after oiling pass it nimbly to the obstruc- 
tion, stick it fast in the constricted part for 10 minutes, 
after withdrawing it, either the urine will flow or at 
least the catheter will now pass. 

If unsuccessful, we bleed (from the arm) repeatedly, 
which at once prevents the most fatal of all symptoms, 
inflammation of the abdomen. Observe the condition of 
our patient, flushed face, parched tongue, and rapid 
pulse, we can feel no reluctance to bleeding. Immerse 


Fieure I. 


him in a hot bath, rub the perineum with spirituous and 
camphorated balsams or ointments. Cover all the 
parts with a thick made poultice impregnated with 
camphire or onions and above all give opiate injections. 
If after a few hours, the pain is relieved, and the patient. 
is inclined to rest, the catheter is passed with ease. We 
draw the urine off thrice daily, till the parts recover 
their tone, and advise him that a continued life of 
thoughtlessness and dissipation will relapse him again 
into this painful condition. 


“Of the Tour de Maitre.” 


The tour de maitre was a method of passing the 
catheter. Bell discourses strongly against the mancuvre, 


' stating that it must have originated with the old lithoto- 


mists of Italy and Germany. In Bell’s time it was falling 
into disuse, but he states it should never be used. 


8 Bell’s description of the manceuvre is as follows: 


The surgeon, in passing the catheter, was in the 
practice of turning its convex side to the pubis, and 
its point towards himself, with the handle downwards; 
and when the point reached the perineum and began 
to be interrupted in consequence of this most unnatural 


position of the instrument, at the moment in which it 
should enter the bladder, the handle was raised with a 
nimble and sudden turn; a the catheter, plumping 
precipitatively into the bladder, in the moment of this 
sudden turn, seemed to enter in consequence of the 
singular dexterity of this manceuvre. 
This turn was the tour de maitre. Petit a century 
before had warned his contemporaries against the dangers 
of this sudden turn. 


Figure II. 


Bell states that in the second volume of the Medical 
Memoirs, in his day there was an important discussion on 
this subject, “Mr. Bromfield advising to give the catheter a 
sudden and very clever turn, while Mr. Ware advises that 
the master turn be performed with all possible deliberation 
and solemnity”. 

Bell’s bitter opposition to the method must surely have 
been due to experiences with the rapid turn, as it is difficult 
to see any real objection if Mr. Ware’s advice is followed. 


“Of a Discharge, of Blood from Violence.” 


Bell claims that some men of high reputation support 
the theory that if the catheter fails, free bleeding is 
harmless and reduces the congestion around the bladder 
neck, so that later a catheter will pass freely; he states 
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that the following tale from Petit has been repeated more 
frequently than it deserves: 


A merchant in Paris, having spent all night in 
gsStrangury and retention, went to his surgeon, who 
attempted to pass a catheter, he 3 causing much 

pain and bleeding. The t was advised to go 
home to bed, and in an hour the surgeon would come 
and bleed him. In place of returning home, he went 
to another surgeon, who passed a catheter, with little 


pain quite easily. The merchant returned home and 


when the first surgeon appeared to bleed him, he said 
he had passed his urine and was cured. After dinner 
he had another attack, and he went straight to the 
second surgeon, who after letting off a few dry jokes 
against his fellow surgeon, he attempted to pass the 
catheter, and after much pain and bleeding, he failed. 
The merchant went home and recalled the first surgeon, 


confessing all, and this surgeon then passed a catheter 


with ease and no pain. 
This story is supposed to filustrate the point that some 


little. time after a failure with the catheter and much 


men of the most chaste and exemplary lives, deseribing 
his treatment as follows: 


The fit of obstruction is esse by headache, 
languor, and listlessness which continue While the 
obstruction remains. ts 

In treatment the catheter should be avoided, give a 
sharp emetic, followed by. a strong dose of laudanum. 
with hot wine and water. Rub the perineum very hard 
with camphorated mercurial ointment, foment. the 

lower part of the belly and wrap the parts in a large 
poultice. 
and ean stream. 


“Of Boring with Firm Bougles.” 


Bell strongly condemns the old practice of “boring with 
firm bougies”. In this method a firm bougie was wedged 
firmly in the stricture. At first this could hardly be 
tolerated for half an hour, but later had to be tolerated for 
hours, and the patient. had to learn to wear it for months. 
left the patient in years. 


bleeding from the urethra, decongestion takes place and 
the catheter will pass easily. Bell points out that if the 
point of the catheter remains in the urethra, it will pass 
easily with little pain. If severe bleeding occurs, the point 
of the catheter has passed through the Membrane in the 
bulb; I quote, but that such à discharge of blood is 
entirely harmless, is a sign of dexterity, or of anything 
but awkwardness, violence, and a of the cellular 
substance, I cannot allow”. Surgeons of that day should 
have found the foregoing methods to be successful in simple 
cases of spasm brought on in young people, by dissipation 
in the presence of gonorrhea or early stricture, or in older 
with prostatic disease. 


Stricture of the prepuce must have been very common, 
as Bell deals with it fully, treating it with a dorsal elit. 
He quotes a cobbler whose ‘stricture was so tight that 


in febrile diseases 


“Of the Manner of Applying the Caustic.” 


Bell writes: “If the stricture is small, about the size of 
a pea or less, the caustic may be used.” He gives Mr. Home 
and Mr. Hunter great praise for reviving an old method and 
giving it a useful application. 

“Of the Cauetle 
ben comments: 


Those. bougies which are made in 7 are 
certainly the best, for they have a long caustic, securely 

y lodged, and sufficiently exposed, yet I make armed 

bdaugies perfectly satisfactory to myself, by eutting the 

pencils of caustic nicely, introducing the point of a 

sharp penknife into the point of the bougie, and turning 

it vertically, till the centre rolls of cloth, of which the 

. bougie is composed, are scooped out and the outer circle 
only left. Then the caustic being lodged in the hollow, 

the edges of the cloth, of which the bougie is composed 
dare folded over it, 


Bell advises that, before the caustic ‘is introduced, the 


stricture. should be measured. Bell’s method is to take 
a small, pointed, stiff bougie, give the tip a bend upwards, 


oil it, and pass it rapidly to the stricture. As the point 


reaches the perineum, one lets go of the penis with the 
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‘perineum, works the tip of the bougie into the stricture, 
pressing it in firmly. On withdrawing the bougie, it is felt 
firmly gripped by the stricture, and 5 of the tip 
tn show a ring in the wax, which is the size of the 


cture. 
“Of the Use of the Caustic.” 

In the use of the caustic Bell’s first measure was to 

Iubricate the passage”. 
Then he. would take the caustic bougie and bend up the 
tip. Holding the lips of the urethra open, to prevent the 
caustic touching the point, he would pass it nimbly to the 
stricture, the left hand as before going to the perineum, 
kneading and pressing the caustic into the stricture. When 
the bougie softened, it was removed. 

This had ‘to be reapplied, five, ten, twenty, and Bell 
‘quotes even forty times before it passed through. When 
success was at last achieved, the bougie passed on suddenly, 


Ficurp IV. 


To do this a silver catheter, the curve of which has been 
smoothly cut off, is passed to the stricture like a cannula. 
The piercer is a trocar-like instrument, and is passed down 
the catheter. The patient is asked to strain, to dilate 
the upper part of the urethra; aiming at this sac the 
surgeon holds the stricture firmly in the left hand and 
bores the piercer along, the left hand working the 
stricture along the piercer, as you would put the bait on a 
fishing hook (a thing which cannot be done without great 
force and exquisite pain to the patient)”. 

The piercer usually did not go along the stricture, but 
at the side of it. Bell had great difficulty in striking the 
upper part of the urethra precisely, usually entering it 
at the side. 

The tip of the piercer was either round, square or lancet- 
pointed, and Bell recommends the lancet point. He also 
states that the passage here is not straight, and care must 
be taken in getting the catheter through. 


Stricture at penoscrotal angle, 1. Knotted thickened area of stricture, a, a urethra 
dilated above this stricture, not numbe 
the urethra but not the skin, C. 


below whic: 


ii the ein then flowed freely, if there was not a second 
Samer * quite a large stone was passed with the 
ar ne 

he patient feels little pain, just a novel sensation, 
which makes him blanch and almost faint, or at least 
tremble as if with the ague.” Bell quotes a strong man 
trembling like an hysterical girl. 

The caustic might fall out of the bougie or excoriate 
‘the urethra. This produces a discharge, much like a 
smart attack of gonorrhea. Bell has seen large flakes 
of the lining membrane of the urethra discharged. This, 
‘he writes, subsides in a few days, and the caustic may 
de applied again. A large bougie should not be used 
With the caustic, as a small one fits into the stricture 
more fairly.” 

Bell found that when the caustic bougie finally passed 
“through the stricture it did so suddenly and a grating 


-was felt with the bougie. “After the bougie passes a 


profuse hemorrhage may occur, which implies nothing but 
Success. 


_Bell suszents that, if a stricture is longer, about half an 


Large abscess near hip communicating with 
Large fistulous opening, * membranous urethra, o, 
rh is a second strictur 


“Of Fistula in the Perineum and Urethra.” 


From these simple obstructions, I proceed [writes 
Beli] to describe, more complicated scenes of distress. 
Any cause obstructing the urinary canal, whether a 
stone sticks in the urethra or by a blow on the 
perineum, swelling and inflammation are produced. 
Whatever cause. prevents the urine from passing freely, 
- exposes the urethra, behind the obstruction, to be 
x dilated, ulcerated or even burst by the force of the 
bladder. 
There are three general causes, which demand special 
~ attention. 

Bell classifies these causes as follows. - (i) Injury to the 
urethra, the skin often being unbroken. (ii) Obstruction 
‘of the canal by the sudden impaction of a stone. (iii) 
Fistula arising from stricture, following venereal or 
scrofulous ulceration, which in its e 8 is accom- 
panied by a succession of abscesses. 


Injury to the Urethra. 


Bell gives a very adequate description of the distribution 
of subcutaneous bleeding and extravasated urine asso- 
ciated with injury to the urethra, and presses strongly 
for early incision to limit extravasation and prevent 
gangrene cf the perineum. 
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In injury of the urethra, he maintains that, if a flexible 
catheter can be introduced early and left in the bladder, it 
will ensure an easy cure. 

If the catheter will not pass, the surgeon will make 
small incisions in the perineum, proportionate to the 
bulk of the tumour, with one incision in particular over 
the ruptured part of the urethra (which he gh mark by 
the stopping of the un * to provide free egress 
for the urine. 

Bell found that is 4 tow. diye would 
subside, and a flexible catheter could easily be passed 
and left in the bladder. “The wound in the urethra will 
heal, or will indeed heal without.a catheter, if the external 
wound is not tortuous but free and open.” 

Bell mentions an accident which was shockingly fre- 
quent: 

Little boys who in their dreams wet the bed, to avoid 
_the shame and. punishment for such a fault, have tied a 
tape around the penis. In the morning being unable to 
untie the knot, have concealed their situation. 


When. stone stops urethra 44 the 
turning of the urethra, under the pubis, at 
narrower part where stricture usually occurs. 

If a stricture is not present, most stones will pass 
naturally. If a stricture is present, and the N is 
used, the stone may pass. 

If the stone is left, Bell describes the fuslowing- con- 
sequences: 

On the first day, there is total obstruction of urine 
with intolerable pain. On the second day the pressure 
of urine increases and some urine is passed along the 
side of the stone. The pressure continuing, the urethra 
back into the sac which has formed. 

At this stage a ball-valvé system developed, the patient 
oecasionally passing urine freely and then developing a 
stoppage; the sac slowly enlarged all the time. The 


patients became aware of the condition and often carried 
a catheter in the pocket; they would pass it to dislodge aad 
stone when necessary. 


FiGurs V. 


as to do this 
‘Ana result et thie, Bell: records that be. has: seen the 
penis cut half across. It is always the lower part, in 
which the urethra lies, which suffers. He advises leaving 
it to heal, and if anything is 9 up the urethra only 
a soft leaden probe should be used 
entirely gone, and the orifice callous, then by paring 
and scarifying the edges, retracting the skin of the 
penis, securing it by adhesive plasters, and introducing 
a flexible catheter, it may be cured, is 


Obstruction by Impacted Stone. 
Phimosis must have been common, as Bell quotes the 
fact of small preputial stones being left till they attained 
an extraordinary size. In one little boy the stone was 
the size of a French apple. Treatment was simple—by 
slitting up of the prepuce and removal of the stone. 
Bell states: 
either the perineum, or the very opening of the glans. 
I never have found it necessary to cut the urethra, nor 
even to use those means, as blowing into the urethra, 
or dilating it in any other way, which have been 
of ever since the days of 


spoken 
Prosper Alpinus, 1553-1617. 


The stone slowly enlarged, or other stones formed, and 
Bell quotes the experience of removing sixty or even eighty 
stones from one of these sacs. The sacs become quite 
large, and the patients often emptied them by hand: after 

crop * a bird.“ 


These sacs could be readily injured; for example, riding 
on horseback “may. cause injury and sloughing of the 
surface and the stone or stones may be seen and removed 
sternation of the patient“. 


Treatment was to incise the sac and remove the stones, 
“and the fistula is nearly, though seldom entirely, cured”. 


This sac is thick walled and lined by tough membrane, 
requiring frequent incision, escharotic a 
alternating with poultices, and usually ends Boek idl a 
small fistula. 


Bell gives the following pathology: 


No part of the human body enlarges nis 
tention, no ‘part grows thinner as it enlarges. Dis- 
~ tention excites the action of the vessels, the increased 
action of the vessels causes an increased nutrition or 
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Stricture Wied Venereal or Scrofulous 
Ulceration. 


Bel describes how, in some cases, especially those of 
venereal or scrofulous origin, as the stricture occurs, 
inflammation. of the posterior part of the urethra also 
occurs. An abscess forms outside the urethra; with some 
dissipation or injury this becomes very inflamed and 
bursts on the perineum, and urine and pus are discharged 
together. “This leaves a fistula, which tends to close; as it 
does so the pressure rises, and another abscess occurs, and 
80 several fistulas are present.” If one or two open into the 
rectum, flatus may pass through the fistula. 


In these cases two or more strictures are usually present. 
Bell found that the upper one was usually the worst. 


Bell also describes hard nodules felt against the catheter, 
which when squeezed empty out hard matter into the 
urethra. “The surgeon must pass a catheter or. 

* find the . and must probe every fistula.” 


At this stage Bell advises the surgeon “to sit down and 
reflect deeply on the causes of the fistulas”. 

Treatment. —“Strictures without fistula must on no 
account be cut upon.” The lower stricture or strictures 
were dealt with first by thé caustic or if it was too large 
for. this it was pierced. 

Bell describes how, in stricture with fistula, after general 
treatment to reduce the inflammation, the patient is placed 
in the lithotomy position, a staff is passed to the stricture, 
and a grooved director is passed up the main fistula till 
its end is nearly touching the staff. A knife is run along 
the director and the stricture is incised, with exposure of 

e staff. The remainder of the stricture is incised, and 
thie staff is pushed into the wound, from which it is directed 
into the bladder. The staff is removed, and 4 flexible 
catheter is inserted into the bladder in its place, and left 
in: The wound is dressed lightly. Do not be dismayed 
if the circumstances of the case have forced the surgeon 
to lay open a considerable length of the urethra.” 
states that he has seen a good three inches of the urethra 
regenerated. { 

-After-Treatment—Bell advises that an occasional poul- 
tice may be used, but they should not be continually 
applied; warm baths or stimulant. fomentations are better. 
_— and am, laid on lightly and retained by a T-bandage, 


‘whee the granulating process languishes, the parts may 
be animated with red precipitate mixed with Basilicon. 


Bell 


Spirits of Turpentine, not applied too widely, but 
touched on with a hair pencil, is often remarkably 
2 useful. 

Bell found that it the catheter can be retained it is a 
great help, but even with the catheter in position there 
is some leakage around it. : 

Bathing with salt water prevents itching, and helps 
the granulation, and sea bathing and exercise often 
contributes to the final healing. 

It is not to be concealed, that often one small point 
continues perversely open, but the circumstances of the 
patient being now restored, from the most melancholy 
to a comfortable situation, discourages the surgeon 
from making any new attempt. : 


Case History. 
Bell describes a case of stricture, details of which are 
shown in Figure IV. 


Bell’s treatment of this case was to open the abscess, c, 
as stricture No. 1 was too long for the caustic, and pierce 
stricture: No. 1. He would then pass a staff through this 
to. stricture No. 2, pass a grooved director up fistula b to 
near the end of the staff, and cut stricture No. 2. 


“Of Total Obstruction of Urine and the Operation of 
Paracentesis Vesicz.” 


Of the operation of paracentesis vesice Bell writes: 


This is a desperate operation, which is yet our sole 
resource, in the last stage of misery. + 
This operation is less frequently resorted to in saving 
the lives of young and imprudent people, it is more 
commonly resorted to as a means of prolonging the life 
of the aged and infirm. 
Usually a man, far advanced in years, with the 
prostate gland diseased, who has had repeated’ attacks 
of obstruction. The bougie gives no relief, the catheter, 
even with any degree of force or rudeness, cannot be 
driven into the bladder. 
Bell discourses at great length about this situation. He 
points out that as the bladder enlarges it thickens and is 
unlikely to rupture. If it does, it does so through one 
small gangrenous spot. 
He points out that “delay is the greatest danger”; also, 
Pres — most hopeless cases let the patient have his ‘shance 
fe“ 
Bell deseribes six methods of paracentesis. 
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The most obvious method and 30 the most common 


operation is suprapubic paracentesis. As ell ot states, even 
the most ignorant tiro cannot miss the bladder here, but 


the experienced surgeon avoids it. 


Bell found that the patients were 
incision passed 


it never drained well, urine flowed on to the wound and 


on the third or fourth day. 


Second Method (Trocar and Connula from the 
Perineum). 
Bell states: To perforate the bladder with a trocar, 


from the. perineum, after making incisions like those of 


lithotomy, is the sole method now méntioned in Systems 
of Surgery.” Bell refers to this as a harsh, cruel and 
dangerous operation. 2 
He describes this operation thus: 
The patient 18 — in the lithotomy position, An 
incision is made, one and a half inches long, starting at 
the commencement of the membranous 


the anus, parallel to but at least half an inch trom the 


rapha perinei. The skin and cellular substance are 
divided, and the finger is introduced to feel for the 
softness of the bladder, the trocar is plunged into the 
bladder a little above and to the left of the prostate 
gland. 

Bell states that Dionis claims the honour ot ‘inventing 
this operation, for which Frére Jaeques had prepared the 
way. He claims that most of the patients have very large 
228 and so on introducing the finger only prostate 
can felt. 


before the urine 


interest: “This culpable homicide was a consequence of 
the same ignorance of anatomy which makes many an 
operation for the stone miscarry.” Another rather 
startling remark is made by Bell in discussing injury to 
the vesicle or ureter: “The vesicle will soon heal, 80 
indeed will the ureter if it is not cut right across.” 


The Third Method (Puncture from the Perineum 
Anteriorly). 


Bell states that the old surgeons well knew the method 
of striking a long knife into the bladder from the perineum, 


and goes on to say that Foubert later developed this method. 


With the patient in the lithotomy position, one imagines 
a line from the anus to the ischii. An imaginary 


tuber 
triangle is formed, with this base, to the arch of the pubis. 
From the centre of this triangle.one strikes with a long 
slender cannula and trocar, having a slight curve and a 
strong handle, just behind the pubie bone, and enters the 
bladder in front and a little to one side of the prostate. 
tal 

to “strike the bladder fair“. eS 


Fourth Method (Opening the Urethra). 


The early French surgeons, 


Maréchal, used the method of opening the urethra, accord- 
ing to Bell, who describes.the operation with the patient 
in the lithotomy position. If the staff could be forced 


into the bladder, they cut on the staff, opened the 


urethra, 
and ran in a gorget, followed by a: cannula. If the staff. 
would not pass, they held it as far down as possible, and 
cut down on it. Then dissecting up to the urethra, which 
is very difficult in the absence of the staff, they opened the 
urethra and passed the gorget into the — . a cannula 
With a groove was passed along the gorget and the gorget. 
removed. A knife was run along the groove of the cannula 
to see if a stone was present. 8 
In all these cases the cannula was usually, wrapped in 
linen or.a sponge to eave presaure.op the Darts. 


usually stout, the 

through some inches of fat, the trocar was 
plunged in, and the urine flowed. 

As the bladder emptied the cannula lay very obliquely; 


Fifth Method (Puncture from the Rectum). 
Bell strongly favours the method of puncture from the 
rectum. A finger was passed through the anus, and the 
soft bulging bladder was felt. A special long curved trocar 
was passed into the bladder, passing through the rectal 
and bladder walls only. “The cannula drains well and 
readily.” (See Figure IV.) oe: 


Method (Forcing the Catheter). 


Bell 13 condemns the method of forcing ‘the 
catheter, but admits that the temptation is very great. 


This method was simply to force the . catheter through 
a false passage into the bladder. Bell tells the 9 
story of the celebrated Dr. Hunter: 


trying to pass a catheter, he was completely foiled. The 
other Surgeon went home to get a trocar to puncture 
the bladder. Dr. Hunter still trying perhaps using 
unjustifiable force, the catheter suddenly entered the 
bladder. The patient was relieved for the time but the 
abdomen being inflamed, he died on the third day. It 
was plain, on dissection, that the catheter had entered 
the bladder through the substance of the gland. Dr. 
Hunter affects to say, that this was his design; but 
since the Surgeon had actually gone for the trocar, we 

have reason to believe that the doctor did not design 
to perform such an important operation; so 
unprecedented, and so adventurous, in the absence of 
the Surgeon, but gave a post facto reason for what 
happened merely by chance, by what might have been 
imprudence and 
rashness. 


It should be mentioned that in several places in this 
book, Bell shows great admiration for ‘Dr. Hunter and his 


work: 


The operation usually ends by the surgeon plunging 
r the prostate several times 


9 comment on a fatal result of this operation is of 


who had not (to 
a surgeon perhaps it is no reproach) all the delicacy 
and gentleness of nature, which was so justly admired 
. in Dr. Hunter. Dease when gentle means, and art and 


‘cunning fafled, drove his catheter right onwards into 
“the bladder. 


He presented Bell with two flexible catheters, bent at the 
heel to an acute angle, with strong iron wires, — 
Bell that he had often used them thus successfully, and 


— Bell “to make bold use of them”—“which, thank 


» 1 have never had occasion to think of’. 


Bell closes this section with these words: “Of all the 
operations which I have reviewed, any one must seem 


preferable to that in common use; and that perhaps is 
best which the surgeon can best perform.” 


Ones outstanding factor in all this teaching is that at no 


comment. 
It is easy to be critical after the event, especially 160 
years after. One rather wonders what comments will be 
made 150 years hence about our methods. With ‘the 
catheter they seem to have been aware of the value of the 
coudé curve. Also the illustrations show the small 


curve. and the acute long anterior curve of the more 
modern prostatic catheter. Or is it modern? q 


It seems difficult to believe that they completely missed 
the importance of ‘subsequent dilatation in stricture. 


appears to have been common. 

pubic puncture, and wonders why they did not think of 
passing. a flexible catheter down the 


leave catheters in the bladder per urethram. The herole 
methods used to avoid suprapubic puncture well show 


their fear of it. 75 
It seems obvious that paracentesis was always left far 


Ba. 
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In the absence of anzsthesia, antiseptics or asepsis of 
of any kind, they got surprisingly good results. If their 
methods were rather drastic, they were very effective. 
. Throughout this book Bell shows a humane com- 
passionate approach to his patients; he is intolerant of 
inefficiency, and may well be an example to all of us. 


CHRONIC BRONCHITIS IN AN AUSTRALIAN 
GERIATRIC INSTITUTION. 


BRIAN ANp Leo Rona, 
Melbourne. 


Dodo BRONCHITIS is generally regarded as a relatively 
uncommon condition in Australia, but there are no figures. 


to support this view. In order to provide further informa- 


tion on this subject, an attempt has been made to 
determine the incidence of chronic bronchitis at Mount 
Royal Hospital and Home for the Aged, a large Melbourne 
geriatric institution. Information was also sought upon 
several factors of possible etiological. significance, on the 
clinical picture and radiological changes, and on the 
proportion of sufferers likely to be amenable to treatment. 


Material. 


The material consisted of the entire male population of 
the hospital, with the exception of the few private patients 
and of some who could not be interviewed for a variety of 
reasons. The seriés comprises 397 men of a variable total 
male population, averaging approximately 424. This 
latter figure includes private patients, who numbered 22 at 
the time of the survey. Patients were included irrespective 
of their en or mental state. 


Method. 


All patients were interviewed separately or relatively 
privately by one of us. The answers to a number of 
questions were sought. A diagnosis of chronic bronchitis 
was made mainly on historical grounds, and examination 
formed a minor part of the survey. Once chronic bron- 
chitis was excluded by questioning, the patient was 
retained no longer. When the diagnosis was made, all of 
the set- questions were put to the patient. From some men 
regarded as having the condition, complete information 
could not be obtained because of their confused state, but 
here the diagnosis was not made unless nurses and 
neighbours in the ward confirmed the presence of a severe 
cough and other symptoms. Most of the information so 
obtained was not used further from the point of view of 
statistical analysis. A larger group of patients was 
regarded as not having chronic bronchitis despite an 
inadequate history. Many had coughs, but a definite 
diagnosis could not be reached in the face of incomplete 
information. 

Complete, or relatively complete, information was avail- 
able from 92 men regarded as having chronic bronchitis, 
and the answers given by them to questions were further 
analysed. Details were sought on the following points. 

1, The duration of the cough: up to two years, two to 
10 years, or more than 10 years. 

2.. Wheeze: severe, moderate, mild or absent. 

3. The colour of the sputum; never purulent, occasionally 
purulent, often purulent or always purulent. 

4. The presence of hemoptysis: large, streaking only, 
in the distant past only, or never. 

5. The presence of effort. dyspnea, following the 
Fletcher grading of severity (Fletcher, 1952): nil 


(Grade I), slight (II), moderate (III), marked (IV) or 
gross (V). Those patients confined to bed or to a wheel- 


chair for reasons other than effort dyspnea were classed 
as “not known”. 

6. The duration of chest clearing: two to 10 minutes, 
more than 10 minutes or nil. In addition, note was made 


of those who suffered especially severe distress until their 
chests were cleared. 

7. Ankle swelling: present at times or always absent. 
For those patients who did not leave their beds, the answer 
“not known” was recorded, 

8. Whether findings on previous radiological examination 
were known to be normal or abnormal. 

9. A family history of chronic bronchitis or of other 
chest. disease. 

10. Whether there was a clear history of an unusually 
dusty occupation in the 20 years prior to the development 
of a cough. 

11. Whether there was a history of colds “going to the 
chest” and persisting for some weeks or months. 

12. A history of the smoking habits: (a) never smoked; 
(b) stopped smoking more than five years ago; (c) 
stopped smoking less than five years ago; (d) pipe only, 
less than three ounces per week; (e) pipe only, three 
Gunees per week or more; (7) cigarettes mainly, three 
ounces per week or more or 20 per day or more; (g) 
cigarettes mainly, one to three ounces per week or 10 to 20 
per day; (h) cigarettes’ mainly, less than (o): (i) 
‘Cigarettes, recently reduced in number, classified also in 
(H. (g) or (h); (j) ineluded as both pipe and cigarette 
smoker, neither being predominant. 


18. The presence of known cardiac disease (diagnosed 
by a doctor). 


14. The predominant domicile: recorded as rural, 
residential suburban or industrial suburban. 


15. A history of what the patient regarded as, or had 
been told was, asthma. 


16. Whether the subject was ever a heavy drinker. 
17. Whether there was a history of prostatism, as 
2 on nocturnal frequency or hesitancy of micturition 


In addition to the foregoing, note was made of those 
patients who were advised to cease smoking, and an 
attempt was made from the patient’s reaction to judge 
whether or not he seemed likely to follow the advice. The 
only feature of the examination recorded was whether or 
not a wheeze was audible at the open mouth on deep 
expiration. 

A large film of the chest was taken in all possible of 
the chronic bronchitics. Examination of all of them was 
thwarted only by death, or by the discharge from hospital 
of some between the times when clinical appraisal con- 
cluded and X-ray examination was carried out. The films 
were examined by one of us, searching particularly for 
“pulmonary fibrosis’, focalized or generalized. We 
interpreted as pulmonary fibrosis streaky or linear 
markings of a variable width and density. In the 
generalized form of fibrosis, the pattern of the normal, 
broncho-vascular markings was followed in a proportion 
of cases, and here the appearances were those of accentua- 
tion of the broncho-vascular markings. In the majority, 
this pattern was departed from to a variable extent, and 
here the changes were usually most obvious in the up 
and middle zones. Figure I is an example of what we 


regarded as coarse pulmonary fibrosis. 


Results. 

Of 397 men interviewed, 103 (25-9%) were found to 
have chronic bronchitis. For 11 with this condition 
information was incomplete. Twenty-nine patients who 
gave a poor history were regarded as not having chronic 
bronchitis. The average age of the 397 men, and of the 
103 bronchitics, was 69 years, and the distribution of their 
ages was similar. 

In 92 patients with chronic bronchitis who were able to 
give a reasonably reliable history, the frequency of the 
points mentioned above was noted. In the great majority 
cough had been present for longer than two years, and in 
50% for more than 10 years. Wheeze was described as 
severe or moderate in 42, and was absent in 20. In 41 the 
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sputum was stated never to contain pus, but in an equal 
number pus was frequently or invariably present. Twenty- 
three men gave a history of recent hemoptysis, 19 of whom 
noted only streaking of the sputum’ with blood, and this 
was usually seen during acute episodes of infection. Fifty- 
three patients were sufficiently. dyspne@ic as to be unable 
to walk 100 yards on the level witha 

at least once (Fletcher Grade IV). Thirteen belonged to 


Grade I, having no dyspnea on even moderate exertion, 


and thus they had chronic bronchitis without complicating 
physema of clinically significant degree. The majority 


of” these had mild chronic bronchitis, as judged by the 


_ severity and duration of cough and the time taken for 


chest clearing. Most of those with severe effort dyspnea 
also had severe chronic bronchitis. . 
Eighty-four patients cleared their chests each morning 


for two minutes or more, and in 38 the process lasted for 


longer than 10 minutes. Eight men were regarded as 
having chronic bronchitis despite that fact that.they did 
not notice a special. period of coughing in the morning. 
Twelve men became severely distressed by their morning 
cough, Ankle swelling was noted cirrently or recently 
in 15. Of 37 who knew of a previous X-ray examination of 
the chest, only five believed it to have shown abnormality. 
Fifteen gave a family history of what sounded like chronic 
bronchitis, and 14 of other chest disease. A clear history 


of occupational exposure to dust at a time when this could 
‘have been of etiological significance was given by 33. 


Persisting respiratory infections occurred in 77 patients. 
These usually took the form of a 7 exacerbation 
of cough and an increase in the amount of sputum, usually 


Only four patients of the 103 with chronic bronchitis 
had never smoked (the 11 patients.who gave poor histories 
all smoked, and their consumption was estimated by others 
in most cases). Of the remainder, 56 smoked cigarettes 
moderately or heavily, and nearly all of these inhaled the 
smoke. Six had stopped smoking, 12 had recently reduced 
their cigarette. consumption, and several others had 


abandoned cigarettes for a pipe. The great majority of 


those who had taken one cf these’ steps: admitted that 
cough had been decreased as a result. Naturally, none had 


ceased coughing, as otherwise he would not have been 


included as a chronic bronchitic. Over all, there were 66 
cigarettes 


” cigarette smokers, and most nn their own 


from fine cut tobacco. 


Lack of time. prevented us 1 ascertaining. all the 


above-mentioned details in the control group. However, in 
a sample of 30 men, six had never smoked. Most of the 


remainder smoked and the use of 


predominated. 
Sixty-seven patients were 40 base 


Smoking or to change from cigarettes to a pipe. Our 


impression at the time was that only 26 would follow this 
advice. Many said that they would do as suggested, but 


seemed to have no intention of doing so. Certain elderly - 


patients, especially those with mild chronic bronchitis, 
whose main pleasure in life seemed to be their tobacco, 
were not advised to cease smoking. We were careful not 
‘to indulge in threats, such as the poorer life expectation 
which ‘continuation of smoking r to persuade 
patients to give up the habit. ‘ 


Seventeen patients had told by a doctor that they 
had heart disease, but few of these had congestive cardiac 
‘failure. Twenty-four men had lived mainly in rural areas, 
26 in ‘residential ‘suburbs and 42 in industrial suburbs. 
‘Fifty-five patients owned to having ‘been heavy drinkers 


in the past. Prostatic symptoms were present in 37, whilst © 


in a further 31 doubtful symptoms were noted. Sixteen 
men said that they suffered from asthma, but it was clear 
that in most the asthma consisted solely of the wheeze 
associated with their bronchitis: In 29 patients an 
expiratory wheeze was audible at the open mouth on deep 
respiration, but this frequently cleared on coughing, © 


Of 103 patients with .chfonic bronchitis, 85 (83%) had 


“large” films taken of their chests. In the period between 
“elinical assessment and eight 


ut pausing for breath 


patients died and 10 were discharged from 3 In 21 
patients, generalized or ‘moderately generalized pulmonary 


fibrosis (based on the ‘above-mentioned . criteria} Was 


considered to be present, This figure represents 20% of 


the original group and 24% of those «radiologically 
examined. In eight of ‘these the fibrosis was graded as 


coarse (Figure I), and in 13 as fine. Only two patients 


manifested marked radiological distortion of the lung 
as shown by irregular displacement of fissures. and 
pulmonary vessels. Twenty-four patients showed other 
abnormalities of the lungs or pleurz. ‘Thirteen. had 
evidence of localized fibrosis, and in the majority of these 
the appearances were those of healed tuberculosis. Ten 
showed marked radiological evidence of emphysema in the 
‘form of hypertranslucency of the lung fields and downward 
displacement of the diaphragm. In two patients the 
appearances were those of bronchiectasis, there being 
fibrosis mainly at the bases. with some evidence of “honey- 


combing” in these regions. In one patient a pneumothorax — 


was present, and in another a probable empyema. 
‘Apart from the above-mentioned patients with 


generalized fibrosis, a further 19 showed doubtful ‘fibrosis 


of more or less generalized distribution, but these were not 
included in the figures. Eighteen patients demonstrated 
abnormalities of the cardio-vascular system on “X-ray 
examination. Fourteen showed enlargement of the aorta, 
and seven marked or moderate enlargement of the heart. 
Dorsal scoliosis of marked or gross. degree was present in 

Chronic bronchitis is extremely common amongst the 
population examined. Although it is not to be expected 
that the condition would be equally common in males of a 
similar age distribution throughout this region, this at 
least implies that the male inhabitants of Mount Royal 
Hospital are in some way predisposed to chronic 
bronchitis. Although this has not been substantiated 
statistically, it seems likely to us that chronic bronchitis 
As rather less common amongst a population of this type 
than in Britain, and is much less severe, this letter ent 
constituting the major difference. 


The usual age of onset of cough was in the late sixth or 
early seventh decades. No attempt was made to determine 


the age of onset of “premonitory” symptoms (Marks, 


1957). Frank pyogenic bronchial infection was seen at 


times in the majority, and was associated with hæmoptysis 


in some. Wheeze was a feature in almost 50% of patients, 
and may therefore have provided a source of confusion 
with bronchial asthma in these. Only 13 of 103 patients 
gave a clear history of having no effort dyspnea, and thus 
of being free from clinically significant emphysema. On a 
‘historical basis, rather more than 50% of patients were 
severely emphysematous, and there was al general relation- 
ship between the severity of emphysema and that of 
bronchitis. . 2 4 
The morning ritual of the chronic bronchitic, chest 
„lasted for longer than 10 minutes in only one 

third of the patients, and the majority were not severely 
distressed by the procedure, although many coughed until 
they cleared their chests ‘in association with vomiting. 


The comparative rarity of @dema of the ankles lends 
support to the view that cor pulmonale is uncommon in 
this country. The fact that only a small proportion of 
patients who knew of a previous X-ray. examination. of the 
chest had been told of a radiological abnormality is con- 
firmatory evidence of the limited value of mass radio- 
graphy in the diagnosis of chronic bronchitis. The family 
history of the group studied cannot be regarded as 
necessarily reflecting the true incidence of chest disease 
in the families of chronic bronchities, and no conclusions 
can be drawn in this regard. Similarly, the importance of 
occupational exposure to dust is uncertain. Whilst this 
Was common in the group studied, criteria of significant 


exposure are almost impossible to draw up, especially after 


a long interval has elapsed. Further, the incidence, of 


bronchitis. 
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The alenificance of the occurrence of _ persistent 


respiratory infections is again difficult to assess. These 


were frequent in chronic bronchitics, but as their occur- 
rence was regarded as a diagnostic criterion, it is to be 
anticipated that they would be seen frequently. It has been 
stressed (Marks, 1957) that not only may symptomatic 
deterioration occur during such episodes, but also that a 
chronic cough may become severe from the time of 
persistent infection. Long-standing increase in cough after 
upper respiratory tract infections was associated with 
purulent sputum in the great majority of sufferers, and 
these episodes were more common during the winter 
months. These facts have considerable bearing on N 
(vide infra). : 

In a somewhat similar i was the very high 
ineidence of smoking, over 50% of patients currently 
smoking more than one ounce of tobacco weekly as 
cigarettes or more than 10 cigarettes daily. Many of these 
people had been obliged by their cough to reduce their 
smoking, and the great majority of them, and of those 
changing to pipe smoking, agreed that their-cough was 
improved as a consequence. The consumption of tobacco 
in the population as a whole at Mount Royal was not 


ascertained, but the figures could not have been readily 


compared, as so many of the bronchitics had been com- 
pelled by their symptoms to modify their smoking habits. 
Given that respiratory infection, especially associated with 
purulent: sputum, and .tobacco smoking are important 
factors in the pathogenesis of chronic brunchitis, it can be 


seen that a very large proportion of these patients is 


es to treatment, at least in theory. 

tain types of cardiac disease are associated with 
bronchitis, but it does not appear that the heart can be 
incriminated. frequently as a cause of chronic bronchitis 
in general. Domicile did not appear to be of importance 
in causation, Although chronic bronchitis may be super- 
imposed on bronchial asthma (Marks, 1957), an 
occurrence was rare in this series. 


It is to be expected that there would be a high proportion 
of aleoholies amongst the population studied. It is 
uncertain whether alcoholism is a predisposing factor in 
this country, but the problem deserves further study. 
Prostatic symptoms were commonly encountered. It is 
stated that bronchitis is favoured by the presence of 


prostatism, but no conclusive evidence could be seen here. 


The radiological changes associated with chronic 
bronchitis are well known (Simon and Galbraith, 1953), 
and the frequency with which they are detected will vary 
with the interpretation placed upon certain comparatively 
minor abnormalities, such as slight increase in broncho- 
vascular markings. In those patients radiologically 
examined here, radiological abnormalities were frequent. 
Many of these were of the type to be expected in a 
population of this composition. The generalized 
pulmonary fibrosis seen in such a large proportion is not 
pathognomonic of chronic bronchitis, and may readily be 
overlooked if fine. Naturally it will be seen more 
frequently if a search is being conducted for it. It was not 
possible to correlate either the presence or coarseness of 
fibrosis with the severity or duration of the chronic 
brenchitis. It was purely an impression that there was 
less coarse’ fibrosis than might have been expected in 
bronchitics in Britain. Certainly no patient showed the 
really gross a aa ta changes seen at times in that 

Summary. 

The male population of the Mount Royal Hospital and 
Home for the Ayed was interviewed, and the number of 
patients with chronic bronchitis was determined. In these 
men; 25% of the total, the presence of certain clinical 
features and of some features of possible stiological 
significance was ascertained. Cough was usually of long 
duration, and wheeze was frequent. The sputum was 
purulent at times in the majority, and hemoptysis was 


frequently ‘seen. Few were free of relatively severe 


emphysema. Chest clearing was almost invariable, but a 


of the right eye. 


- banthine”, 


pulmonale was unusual. Persistent 
respiratory infections were seen at times in the great 
majority, whilst a few were not heavy cigarette smokers 


history of cor 


for an appreciable period of their lives. Radiographic 
changes of. generalized pulmonary fibrosis were common 
in the group studied, and other less specific changes were 
frequent. 

It is apparent that the main Ps ee of control in the 
established case, namely cessation of smoking and the use 
of antibiotics for respiratory infections, « are applicable in 
the majority of instances. 


Acknowled ts 
We are indebted to the administrative, medical and 
nursing staff of Mount Royal Hospital and Home for the 


Aged for their willing help in directions too numerous to 


mention. The Committee of Management of the Hospital 
very kindly defrayed the cost of those skiagrams not taken 
by the Department of Chest X-Ray Surveys, Dr. K. J. Grice 
gave help with preparation of this paper. 


7 References. 
Douala SommpR, A. R., Marks, B. L., and Grant, I. W. B. 
(19 9875 ine Effect of Antibiotics on Purulent S yutura in 
Chronic Bronchitis and Bronchiectasis”, Lancet, 2: 214. 


FLercHmr, C. M. (1952), The Clinical Diagnosis of Pulmonary 
Emphysema—An Experimental Study”, Proc. Roy. Soc. Med., 


45: 
MARKS L. £1957). “Chronic — —y—„— View- 
point; M. J. AUSTRALIA, 2: 796 


Siok, G. and * H.-J. B. (1968), “Radiology of 
Chronic Bronchitis”, 265, 850 
Reports of Cases. 


UNINHIBITED NEUROGENIC BLADDER TREATED BY 
PARTIAL DIVISION OF THE NERVI ERIGENTES.‘ 


By. IAN F. Ports, 
Sydney. 


Tue patient, a female, aged 17 years, was first examined 
in 1955. She complained of enuresis all her life with. 
occasional remissions, the longest period being three 
weeks. By day she passed urine about every two hours 
except during attacks“; during the latter, urine was 
passed every 15 to 30 minutes, urgency was present, and 
incontinence occurred if micturition was delayed. On 
examination, the patient was an intelligent, sensitive girl, 
though slightly “nervy”. There was a congenital coloboma 
General physical examination revealed 
no abnormality. Intravenous pyelography revealed no 
abnormiality. Microscopic examination of the urine revealed 
normal findings, and the urine was sterile. A cystoscopic 
examination revealed well-marked membranous trigonitis 
and an irregular bladder neck, with early trabeculation of 
the bladder wall. The maximal vesical capacity under deep 
anesthesia was eight ounces; at this stage urine was 
passed around the cystoscope. A cystometrogram showed 
the curve of an uninhibited neurogenic bladder, with some 
aspects of a hypertonic bladder also. 


Over the next 15 months the patient received various 
treatments, some of which produced temporary improve- 
ment, but she continually relapsed to her former state. 
The treatments included urethral dilatations and bladder 
instillations, central sedation, the exhibition of Pro- 
“Pamine” and dextroamphetamine sulphate, 
light diathermy to the membrane on the trigone, bladder 
distension under anesthesia, and the premenstrual giving 
of estrogens. She was accordingly admitted to hospital 
with a view to operation. As a diagnostic test she was 
given continuous caudal anesthesia for four hours. Twenty 
minutes afterwards she passed 4-5 ounces of urine, and 35 
minutes after, 8-0 ounces. 


1 Read at the tenth annual general meeting of the Urological 
Society of Australasia, March 29 to April 4, 1957. 
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On November 21. 1956, division of the left nervus erigens 


and a partial division of the. t was performed. This 


was done via a lower mid-line abdominal incision, with the 


patient in a moderate Trendelenburg position. 
intestines were packed off, and the peritoneum was incised 


from the sacral promontory, across the pelvic floor, to the 
right side of the base of the bladder. The presacral fascia 
was incised and the rectum mobilized to the left. 


anterior surface of the sacrum was exposed. The ‘pelvic 
sympathetic chains were identified medial to the sacral 
foramina. The branches from the chain on the left going 
to the anterior 1 rami of the second, third and 
fourth sacral roots, and the 3 from = rami 


The 


relapses 
infection has been associated with a vaginal discharge on 
-each occasion. She had paresthesie down the back of 
both legs for three weeks after operation. This was no 


The 


going laterally to the inferior hypogastric plexus, were 
dfyided. On the right side the branches associated with 
the second sacral root only were divided. 


After operation, the patient passed urine after six hours. 
At the end of 10 days the frequency of micturition was 
every four hours by day, no urine being passed during the 
night. She had no enuresis whilst in hospital. She had 
full bladder sensation, no urgency of micturition, no 
residual urine, and no alteration in rectal sensation or 
function. Cystoscopic examination confirmed the absence 
of residual urine, but revealed a bladder capacity under 
anesthesia of 10 ounces only; at this stage the detrusor 
contracted and urine was passed around the cystoscope. A 
cystometrogram taken after operation showed great 
improvement. The bladder capacity was increased, there 
were no uninhibited contractions, and the findings were 
most dissimilar from the pre-operative cystometrogram. 
Her progress since then has been punctuated by several 
when the urine has been infected. The urinary 


doubt due to dissection around the sacral nerves. 


 Womment. 


The purpose of the sacral neurotomy was twofold - rst, 
to diminish the afferent supply to the sacral centre and 
thus diminish its stimulation, and second, to effect a partial 
motor denervation. Theoretically, the-neurotomy must be 
partial, because a co te bilateral nerve’ section would 
effect complete motor denervation and a complete sensory 
denervation, apart from those afferents carried in the pre- 
sacral nerve. An autonomous bladder would result. The 
partial division which was used in this case may not be 
the ideal, but it was desirable to be on the timid side. 
However, this approach seemed a lesser operation for the 
patient a sacral laminectomy and a 
rhizotomy, which should produce the same result. 


— 


TRIPLE GALL BLADDER: A CASE OF DOUBLE GALL 
BLADDER WITH ASSOCIATED ANOMALOUS GALL 
BLADDER. 


By AntHony R. Ke ty, 


DOUBLE GALL BLADDER is a well 88 
genital abnormality, and cases of the many variations or 
degrees of the abnormality have been reported over the 
years. Comprehensive reviews of the whole subject of 
congenital abnormalities of the gall bladder (including 
double gall bladder) were made by Gross (1936) and by 
Flannery -and Caster (1956). 

The condition of double gall bladder is classified as 
follows: (i) The “ type—two gall bladders with — 
cystic ducts which join together before joining the 
common hepatic duct. (ii). The H“ type or ductular type 
two gall bladders with cystic ducts which join the bile | 
duct system separately. (iii) Trabecular type—one cystic 
duct enters the common bile duct and the other enters 
directly into the liver substance. Bilobed gall bladder, 
hour-glass gall bladder and Phrygian cap abnormalities 


are congenital septal divisions or constrictions of a single 


gall bladder. Variations have also been reported in which 
one of the gall bladders has developed incompletely, and 


in which gastro-intestinal mucosa (Pessel) and paricreatic 


tissue (Jacobson and Thorsness) have becn found in the 
wall of the gall bladder or cystic duct. 


The findings in the.patient to be described are, I think, 
unique. At any rate, & careful search of the the literature 
has failed to uncover a similar case. : 
The patient was a boy, aged 12 years. When first seen 


on May me 1957, he carmen of attacks of severe — 
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pain, situated in the epigastrium and beneath the right 
costal margin. The attacks had occurred during the 
previous four weeks only, were very severe, and lasted 
anything from a few minutes to one hour. He had vomited 
once with an attack. There had been no jaundice. The 
last attack had occurred a few days previously. Except 
for the pain, he was well and had had no serious illnesses 
in the past. The patient was a very healthy looking, 
well-built boy... No abnormality was detected on complete 
physical examination. , 

A diagnosis of cholelithiasis was made and a chole- 
cystographic examination was performed. The report by 
Dr. Edward Casey was as follows: Cholecystogram 


Ficure I. 
Cholecystogram showing two gall bladders. 


shows two gall bladders each with a cystic duct. These 


ducts unite just prior to entering the common duct. The 
gall bladders are lying one above the other, the upper 
being the larger. Both contracted after a fatty meal, the 
upper one then becoming the smaller” (Figure I). This 
examination showed that the patient had two essentially 
normal gall bladders of the 1“ type, and did not reveal 
any evidence in favour of operation. However, in view of 
the definite history, together with the background of 
abnormality as. shown by the cholecystogram, I was 
convinced that some pathological process, not revealed by 
the X-ray examination, was present, and I therefore 
advised operation. 

Operation was performed on May 29, 1957. The findings 
were as follows. The two gall bladders as revealed by 
the cholecystogram lay side by side in the gall bladder 
fossa. Both appeared normal. In the region bounded by 
the necks of the gall bladders, the hepato-duodenal ligament 
and the first part of the duodenum, there was a mass of 
adhesions. . Dissection of the region revealed the presence 
of a third gall bladder. It was about one and a quarter 
inches in length, and its wall was pale and much thicker 
than the other apparently normal gall bladders. It looked 
like. a small contracted gall bladder, which was the seat 
of chronic cholecystitis. It was full of small calculi. This 
gall bladder opened into the common bile duct separately 


from the single opening of the other two, but very 
close to this opening and on the posterior aspect of the 
common bile duct. All three gall bladders were removed 
in the usual way. Convalescence was uneventful, and 
the patient has been well and symptom-free ever since 
the operation. ; 


The anatomical arrangement was as indicated in the 
accompanying sketch and inset (Figure II). Figure III 
is a photograph of the specimen after removal, showing 
the double gall bladder and below it the small third gall 
bladder, .which contained hundreds of small pigment 
calculi. Some of the calculi are shown in the photograph. 
The histological findings on the specimen as reported by 
Dr. Sheila Clifton were as follows: “In the two gall 
bladders, which in the macroscopic specimen have a 
common cystic duct, there is a mild degree of chronic 
inflammation [Figures IV and V]. Rokitansky-Aschoff 
sinuses are seen together with infiltration of the wall 
with small round cells. The mucosa of the third sac 
{Figure VI], which contained many biliary pigment 
calculi, is formed of epithelium and glands which in many 
places are duodenal in type, and have extended to the 
muscle layer. There is infiltration of the wall of the 
sac with lymphocytes and plasma cells.” 


Discussion. ¥ 


As is well known, the liver and gall bladder develop 
as an outgrowth into the ventral mesentery from the 


embryonic intestine in the region of the junction of the 


foregut and mid-gut.. This portion of the intestine 
becomes the duodenum on full development. The out- 
growth, which becomes hollowed out, then divides into 


Fraun II. 
The anatomical arrangement of the three gall bladders. 


a cranial bud and a caudal bud. The proximal part of 
the hollow diverticulum becomes the bile duct. The 
eranial bud proliferates in a complicated manner to 
become the liver, and the caudal bud from the original 
saceulation develops into the gall bladder and cystic duct. 


In normal development it has been shown in the embryo 


that additional buds are present at the junction of the 
hepatic, cystic and common bile ducts. Failure of the 
usual process of regression is the reason for double gall 


bladder. 
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It seems apparent that the findings in this case are 
the result of abnormal development. One could describe 
it as an abnormality of quantity, in that three evaginations 
from the primitive bile duct persisted instead of one; 
and as an abnormality of quality, in that one of the out- 
growths was lined by epithelium, not of the type found 
normally in the gall bladder, but resembling that of the 
portion of the intestine from which it originally arose. 
As shown by. the cholecystogram, the two relatively normal 
gall bladders functioned more-or less normally. The third 
anomalous gall bladder, which ‘was lined by intestinal 
mucosa, evidently filled with bile from the common bile 
duct, but in contradistinction to the other two did not 
function/ normally, and this resulted in the formation of 
multiple pigment calculi. 


A careful search of the literature has failed to disclose 
either a case of triple gall bladder or a case in which a 
gall bladder was lined by duodenal-type mucous membrane. 

- Perhaps the case most closely resembling this one was 

that reported by Sherren (1911). This was-a case of 
double gall bladder of the “Y” type, and a nodule was 
present in the neck of one of the gall bladders. After 
histological examination, the nodule was e as a 
mas of duodenal glands (Brunner's glands). 


Summary. 


A ie of multiple gall bladders is described. Three 

_ gall bladders were present. Two were typical of double 

gall bladders of the “ type. The third was an anomalous 

gall bladder lined by intestinal (duodenal-type) mucosa, 

and was full of calculi. As far as can be determined, 

the case is unique, such an abnormality not having been 
described previously. 
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Legends to Illustrations. 
Figure III.—Specimen after removal. 
Figure IV.—Section of one of the two gall bladders (x 20). 
Ficurm V.—Section of one of the two gall bladders (x 20). 
Ficurs VI.— Section of the third gall bladder (x 20). 
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W. E ‘MeMenemey, A. 2 

and R. Norman, M.D. * 5. P. 11 

award Arnold (Publishers Limited. 9 82 660, 

with many illustrations. 56. 


Until this volume appeared we had no comprehensive text- 
book of neuropathology. Neuropathology is a newer science 
than general pathology, but it has grown enormously in this 
century. One of the major contributors to this growth, and 
in particular to its clinical aspects, has been Professor J. G. 
Greenfield, who is the main ye of this book. There are 
four other authors, comprising W. Blackwood who succeeded 
Greenfield at “Queen Square”, W. H. McMenemey, A. Meyer 
and R. M. Norman. The subject of tumours is omitted, as 
it is to be treated in a companion volume by Professor 
Dorothy S. Russell, General pathology of the nerve cell and 
neuroglia, infectious diseases of the nervous system, trau- 
matic lesions, demyelinating system degenerations, 
diseases of the lower motor and sensory neurons, ae 
lesions of the nervous system associated with 


with by Greenfield. Blackwood discusses vascular ‘disease of 


in presenting a vari 


of psychological 


the nervous system, Chapters dealing with anoxias, intoxi- 
cations and metabolic disorders, epilepsy and psychoses of 
obscure pathology are written by Meyer. McMenemey is 
responsible for the chapter on the dementias and progressive 
disorders of the basal ganglia, and there is a fascinating 
chapter on malformations by R. M. Norman. 


Although comprehensive, this book is compact. It is well 
produced and printed on art paper, and the illustrations are 
all of a high order. All hospital pathologists should possess it 
and clinicians interested in neurological disorders rae find 
i . ee It is indeed a e memorial to the late 


rapy. waited | Volume 11. Techniques of 
by Jules H. Masserman, M.D., 
and J. 1958. New York, org re Grune 
and Tirgtton, Inc. 9” x 52”, pp. 336. Price: $8.5 


THIS volume, edited by Jules H. Masserman and J. L. 
Moreno, follows the pattern of the two previous volumes 
ed collection of papers related to 
psychotherapy. 

The initial articles give a short history of psychotherapy. 
Then there are six papers dealing with the ‘scientific basis 
of this subject, followed by its application and use in various 
fields such as music, dancing, nursing, the ministry, marriage, 


_ adolescence, physical disability and military service. 


The principles of the tise of drugs used in psychiatry are 
then discussed, the concluding papers reporting the results 
of treatment by coma induced by “Amytal”’, and dealing 
with schizophrenia based on disorders of amine metabolism. 

The concluding papers are concerned with the position of 
psychotherapy in various countries. The Russian viewpoint 
is given by V. Guilyarovsky, and emphasizes that treatment 
disordérs can be based on Pavlovian theory. 
Jules Masserman gives an interesting account of a trip 
through South American countries. 

This volume is of most interest to those who wish to 
of psychotherapy. 


Books Ber Received, 


[The mention of « Dook tn this colwmm does not imply that 
no review will 
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The chapters of this bock are “designed to include for the 
first time in one book the special skills and knowledge needed 
by members of those professional groups who work with 
hearing handicappped children”. 
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of Surgical ‘Patten 
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illustrations. Price: 


The author a ay on understanding the psychological 
aspects of pain, illness and surgery. 
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trations. 


From the Mass Radiography Centre of the here n 
Boar, Stockholm, Sweden. 


“Studies on Serum ids and 
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accompanies Vol. 161; 1958. 93“ x 6%”, pp. 80, wi 


From the Medical Clinic, University of Turku. 
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A comprehensive treatment of the e including a 
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MERCY FLIGHTS AND THEIR SAFETY. 


From time to time reports appear in the newspapers of 
what are described as “Mercy Flights”. They are usually 
undertaken to convey someone from an ‘outlying area to a 
larger centre where he can obtain urgently needed special 
medical attention or to rescue someone in danger of his 
life, for example, from flood. A number of such flights have 
ended in disaster, perhaps with loss of the lives of all con- 
cerned, and no doubt many people have wondered what lay 
behind these tragedies. What is not generally realized is 
that the term “Mercy Flight” is not just a striking phrase 
coined by some imaginative newspaper reporter, but a term 
defined in aviation law, and that by definition it involves 
a degree of hazard. Since the majority of Mercy Flights 
intimately concern members of the medical profession, it 
is vital that they should understand what such flights 
involve and the conditions under which they may be under- 
taken, and that in particular they should not under- 


estimate their own moral responsibility in the matter. 


For this reason we are grateful to the Director of Aviation 
Medicine, Dr. J. C. Lane, for drawing our attention to the 
subject and for supplying detailed information about it. 


Reference is purposely made to the doctor’s moral 
responsibility, for, despite the great influence that he may 
exert in the initiation of a Mercy Flight, he does not bear 
the legal responsibility for it. That rests with the pilot of 
the aeroplane. With humane intention our aviation law 
gives great freedom to a pilot in departing from the rules 
of safe operation on Mercy Flights, but it also lays down 
that he is “solely responsibie for the final decision as to 
whether or not a Mercy Flight shall commence or con- 
tinue”. A Mercy Flight is defined in the regulations as an 
urgent medical, flood relief or evacuation flight, to save or 
relieve some person from grave or imminent danger, which 
cannot be made under the ordinary rules of safe flying. 
The last qualification-is important. Many medical flights 
are made. Mostly they are safe, routine flights, whether by 
single-engined or multi-engined aircraft. These flights are 


merciful, but they are not Mercy Flights in law. The 


regulations say that “a Mercy Flight shall not be under- 
taken when the relief can be delayed pending the 
availability of a more suitable aircraft or more favourable 
operating conditions“. In deciding whether the flight 
“shall commence or continue”, the pilot is required to take 
account of a number of factors—weather, terrain, his own 


experience—including the probable effect of delay on the 
patient’s condition. The pilot is obliged to discuss this 


with the doctor, so as to find out whether an immediate 


flight is needed, and, if it is, to compare the relative risks 
to the patient from delay, and to the patient, pilot and 
attendants from the lowered standard of safety, if the 
flight proceeds. This point is laboured, because there is 
sometimes a lack of communication between doctor and 
pilot, so that the pilot is influenced to carry on with the 
flight by an impression of a degree of medical urgency 
which does not really exist.. This, of course, cannot happen 
when a doctor is a regular member of the crew of the air- 
craft or when the doctor is also the pilot. 


Taking patients to medical care or the doctor to the 
patient by aircraft is common in this country, and its 
remarkable success is well known. There is unhappily a 
reverse side to the picture, and for some time past those 
primarily responsible for aviation safety have been 
increasingly concerned with the disastrous outcome of 
certain medical flights. We are so used to the regularity 
and safety of air transport that perhaps we tend to take 
these qualities for granted, but safety in flying has been 
won slowly. A truth that experience has taught flying 
people is that there are two very different conditions of 
flight. These are (i) visual flight, in which the pilot is 
able to stay well clear of cloud and is always able to see 
the ground, and (ii) instrument flight, in which both the 
above requirements cannot be met—that is, all flight which 
is not visual flight. Experience has further shown that an 
acceptable level of safety in instrument flight conditions 
demands an aircraft which can fly with one engine inopera- 
tive and which has certain flight instruments, radio 
navigation equipment, and radio for communication. The 
pilot must be trained in instrument flight technique and 
have the means of keeping in practice. 

Of the aircraft regularly used in flying doctor and air 
ambulance work only three meet these requirements. Not 


many of the pilots concerned have good instrument flight 


experience. However, present aviation law permits these 
“visual flight“ aircraft and pilots to undertake medical 
emergency flights under instrument conditions, provided 
the flights are declared to be Mercy Flights. (This declara- 
tion alerts the Search and Rescue organization.) It 
follows from what has been said that on such Mercy 
Flights there must almost always be some degree of extra 
risk. This risk may be small, as on a flight by clear moon- 
light over flat land with numerous towns en route, or 
very large, as when a light plane has to fly over mountains 
or at night through bad weather; a fatal accident is then 
at short odds. In making his decision the pilot needs to 
weigh the flying risks, which he knows, against the medical 
risk, which he depends on the doctor to tell him about. In 
discussing this with the pilot, the doctor ought to dis- 
tinguish between the need for immediacy of transport and 
the need simply for a short journey time (so that the 
patient is away from medical care for as short a time as 
possible or to minimize the upsets of travel). In defining 
the degree of urgency, the doctor should also consider 
whether the extra skills and facilities available at the 
destination are likely substantially to improve the patient’s 
chance of survival, or whether this extra help is being 
invoked as an act of desperation. To sum up, if all the 
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factors, flying and 3 could be balanced fairly, Mercy 
Flights would present few problems. At the same time, 
there is a factor, not printed in the regulations, that 
weighs heavily against postponing a flight; that is the 


social pressure on the pilot—from emotion, fear of com- 


munity censure, the. aura of drama and, perhaps, profes- 
sional pride to the point of bravado. The doctor can help 
by shielding the pilot, so far as possible, from the 
importunities of the patient's anxious relatives. 


It is not the intention of this discussion to discourage in 
any way the use of air ambulances—on the contrary, they 
could probably be used more widely; but it is emphasized 
that, while medical emergencies can arise at any time, the 
aircraft mostly used in this work can be flown with normal 
safety only in daylight and fair weather. Most medical or 
ambulance flights take place under visual flight conditions 
and are perfectly normal operations with an ‘excellent 
safety record. 
Flights that constitute the problem. The difficulties out- 
lined here could be reduced by an understanding on the 
part of the doctor of the pilot's problems, and by a 
readiness to discuss with the. pilot the medical aspects of 
a flight proposed at night or in bad weather—that is, by 
definition, a Mercy Flight. 


Cutrent Comment. 


‘PLANKTON AS FOOD. 


IN discussions of the problems arising out of the rapid 
increase in the population of an already (in some views) 
overcrowded world, it has become fashionable, in speaking 
of the as yet untapped sources of food, to include the magic 
word “plankton”. It is stated that only a small fraction 
of the food grown in the ocean is at present utilized for 
human nutrition, in the form of some surface and coastal 
fishes and other sea foods“, the implication being that it 
is only a question oy technology and of economics to make 
large amounts of planktonic material available for prac- 
tical nutrition. That the sea does produce smaller forms of 
life in vast abundance is perfectly true, but whether this 
abundance can be harvested and used as food for human 
consumption is a very different matter. This question is 


discussed in an illuminating article by Ernest Geiger, 


Professor of Biochemistry and Nutrition at the University 
of Southern California: He points out that assertions 
about the importance of plankton as a potential source of 
food for mankind are entirely speculative, and that there 
is a remarkable dearth of any exact studies on the subject 
in scientific literature. The fact that the blue whale, the 
largest living mammal, exists entirely on plankton and 
grows at a prodigious rate, seems to have led to the con- 
clusion that plankton must therefore be an excellent food 
for terrestrial mammals as well, However, Geiger points 
out that even among terrestrial mammais it is fallacious 
to try to apply knowledge about the nutritional: needs of 
one species to another, and that we know little.or nothing 
about the nutritive requirements, the digestive faculties or 
the effleiency of food conversion in the whale. Also the 
blue whale. depends mainly on single «shrimp-like 
organism, which occurs in vast shoals. in the particular 
zones of surface water in which it feeds. Plankton is a 


very wide term, embracing all the innumerable forms of 


life-which drift in the surface waters of the oceans. This 


includes both the phytoplankton, consisting mainly of 
microscopic alge, and the zooplankton, comprising an 


almost infinite variety of small animals from protozoa to 
Amn. J. Clin. Nutrition, 1968, 6: 394 (July-August), 


It is the minority which become Mercy 


fish eggs and larvæ. Geiger summarizes the meagre avail- 
able knowledge about the nutritive value of plankton. He 
concludes that the nutritive value of phytoplankton seems 
to be somewhat similar to that of grass. Zooplankton 
contains a high proportion of nitrogenous material, but 
how much of this is in the form of available protein is 
another question, as yet unanswered, as are most of the 


other similar questions. It is surprisingly poor in vitamins 


A and D, these substances being represented by their pre- 
cursors, which are converted into the vitamins by the fish 


which feed on them. 


A few people have actually tried to use plankton as food. 
Geiger states that the first official reference to this question 
appears to have been. a request in Britain by Sir Jolin 
Graham Kerr in 1941 that Parliament should investigate 
the harvesting and use of plankton as a possible means of 
relieving the food. shortage resulting from the German 
submarine warfare. Also during World War II the United 
States Government initiated an investigation into the pos- 
sible use of plankton as emergency food for survival on life 
rafts. However, little seems to have come of this: In the 
drift of the Kon-Tiki across the Pacific, Heyerdahl and his 
companions experimented with the use of plankton as food. 
They netted two and a half to five kilograms of 
zooplankton in one day, and some of the members of the 
crew found ijt quite palatable; but they had plenty of other 
food, so it is not lear whether in fact they obtained much 
nourishment from what they ate; or whether they could 
have subsisted on a diet consisting wholly of plankton for 
any length of time. The only experimental attempt to 
evaluate the nutritive value of plankton was made by 
Clarke and Bishop a decade ago. The rats which they fed 
on plankton only lost weight rapidly and died in a few 
days; they lived a little longer than those which ate 
nothing at all. However, Geiger points out that their 
experiments are open to à number of objections, and do 
not supply enough information to draw any conclusion as 
to the food value of plankton. Clarke and Bishop also 
tried the effect on human volunteers of 100 to 200 grammes 
(wet weight) of plankton consumed during the course of 
a day, and found no toxic effects, though they formed the 
impression that it was poorly digested... We have heard 
that members of ‘a recent. French Antarctic expedition 
became ill after eating a dish made from plankton, and 
that their illness was attributed to histamine poisoning, 


but we know no published reference to this experiment. 


Geiger also discusses the many technical problems in 
harvesting plankton. It is not a uniformly. distributed 
product. Its distribution is variable as to both location 
and season, and even according to the time of day. It is 
variable as to composition. Problems would arise over 
the separation of zooplankton from phytoplankton, some 
forms of which are «poisonous. It contains excessive 
amounts of moisture and of salt. Finally, Geiger states 
that it would be more realistic’ and more economic to 
increase the catch of types of fish not at present. exploited. 
He points out that in many countries where the supply of 
animal protein is inadequate, the most urgent problem is 
that of transporting fish from the coastal zones to the 
interior in palatable forms. Attempts to persuade the poor 
inhabitants of underprivileged countries to take to fish 
flour have met with little success, and Geiger considers 


that this raises a serious doubt as to whether dried 


zooplankton will ever be acceptable asa protein ent 
for human nutrition. 

It seems clear that there is a large element of wishful 
thinking in the inclusion of plankton as a potential source 
of food for human consumption. Even if it were possible 
to devise efficient techniques for harvesting the stuff in 
bulk, its nutrient value is by no means certain; and even 
if it were found to be a source of desirable nutriments, 
the problem would remain of persuading people to like it. 
Much further research, some of it of a quite elementary 
nature, needs to be done before plankton can be seriously 
proposed as a useful foodstuff. Moreover, there are other 
unconventional methods of augmenting the présent sources 
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of alge for the production of large quantities of vegetable 
protein is a technique which has received careful thought,’ 
and which possesses the important advantage that it can 
be put into effect wherever the need for the product is 
shown to exist. The Rockefeller Foundation has recently 
appropriated 75,000 dollars to aid further studies on a 
process developed by a group of English workers under 
N. W. Pirie for extracting edible protein from waste 
vegetable matter. This process uses a “relatively simple 
procedure to produce edible protein from non-economic 
plants and the leafy by-products of crops grown for other 
purposes”. It is proposed to extend this investigation into. 
the problem of storage, preparation and utilization of the 
plant protein so obtained, and to develop both a machine 
for large-scale operation and “a simple, rugged ‘unit suit- 
able for village use”. 

Meantime it is generally admitted. that the ee 
of the earth can be enormously increased along more con- 
ventional lines. It is accepted that the present population 
of the world is likely to double itself within the next fifty 
years. To feed even the present population of the world 
adequately by Western standards would require an 
enormous increase in the production of food. Yet some 
authorities believe that the agricultural productivity of the 


earth could be expanded so as to meet the needs of a 


population at least three or four times that of the present. 
There is much to be said for the view that the real problem 
facing the world through even a quadrupling of the present 
population is not, in the last resort, one of basic food 
supplies, but one of social and economic adjustment. 


THE LINEAR THEORY OF CARCINOGENESIS. 


In recent papers discussing the relationship between 
exposure to radiation and carcinogenesis there are many 
references to the question whether or not the relation- 
ship between cause and effect is, in this case, a linear one. 
Most authorities accept it as probable that the relationship 
is a linear one, in other words, that the chances of 
exposure to ionizing radiation causing cancer are directly 
proportional to the amount of radiation received, and that 
this relationship holds good right down to the bottom of 
the scale. However, this is not universally accepted. In 
a paper read at the last Australasian Medical Congress in 
Hobart, H. A. S. van den Brenk? discusses the dose-effect 
relationship between radiation and its effect on genetic 
material, on leukemogenesis, and on carcinogenesis. It 
seems probable that the dose-effect relationship may be a 
linear one as far as the genetic hazard is concerned, but 
van den Brenk states reasons for doubting whether this is 
so as regards the genesis of leukemia and cancer. A 
further contribution to this question has come to our atten- 
tion in the form of an article entitled “Critique of the 


Linear Theory of Carcinogenesis” by Austin M. Brues,? — 


Director of the Division of Biological and Medical 
Research, Argonne National Laboratory, Lemont, Illinois. 
Brues believes that present data on human leukemogenesis 
by radiation indicate that a non-linear relationship is more 
probable. He discusses the question with particular 
reference to leukemia, but points out that many of the 
considerations which he presents apply equally well to the 
more general case of cancer induction by a variety of 
agents. Discussing the human evidence relating to man, 
he states that the evidence for the induction of leukemia 
by exposure to heavy doses of radiation is plain; but after 
examining the evidence from Hiroshima, that presented by 
Court Brown and Doll, and that from several other sources, 
he concludes that the only collection of data from which 
a linear relationship down to zero could be demonstrated 
was that presented by Court Brown and Doll, and that in 
this case the evidence was open to an interpretation quite 
different from that of a linear relationship. A critical 
analysis of all available data failed to demonstrate any 
leukemogenic response in man below exposures of about 


2M. J. AUSTRALIA, 1956, 45 840 (June 4). 
M. J. AUSTRALIA, 1958, 2 316 (September 15 


Science, 693 (September 26). 


100r. Brues suggests that further analysis of the data of 
Stewart on the exposure to radiation of the fetus in utero 
might conceivably show a response to lower doses of radia- 
tion, delivered over a very short period, but this is a 
i fore case in that fetal tissues may be unduly sensitive 
to radiation. There are also indications that, contrary to 
what is generally stated, cumulative doses acquired over a 
long period may be less harmful in this regard than single 
large doses. 

Turning to the evidence from experimental studies, 
Brues concludes that “other instances in which carcino- 
genic agents have been examined from the standpoint of 
dose and dose-rate relations show many clear instances 
where the relation is non-linear and none in which 
linearity is unquestionably demonstrated”. He then points 
out that, once the mechanism of inheritance was under- 
stood, it was an attractive and simple hypothesis to think 
of a cancer as arising from a mutation in a single cell. 
Further, it is theoretically necessary to suppose such a 
single factor causation of cancer if the cause-effect relation- 
ship is a linear one. However, there is a considerable 
variety of evidence to indicate that, at least in many 
instances, cancers do not arise from a single cell, but as 
a result of a change or changes affecting an appreciable 
area of tissue; the multifocal origin of certain cancers has 
been demonstrated sufficiently often to suggest that this 
is the rule rather than the exception. There are also 
strong reasons for considering that carcinogenesis involves 
a series of events, possibly determined by a variety of 
factors. 

In the course of his argument Brues refers, among other 
matters, to evidence that cancer may arise, not as a 
result of a gene mutation, but as the result of changes in 
the cytoplasm of the cells involved. He mentions briefly 
the virus theory of carcinogenesis, but considers that 
while there is some experimental evidence for the existence 
of such a virus as a cause of leukemia in mice, there is 
strong evidence against accepting this as a single-factor 
cause of cancer. Referring to strontium 90 and other radio- 
active substances released by atomic explosions, he regards 
it as most improbable that the slight increase in back- 
ground radiation caused by the fall-out of such radioactive 
elements could have any influence on carcinogenesis in 
man. His final conclusion is as follows: 

Any scheme in which multiple events caused by the 
carcinogen are required to produce a tumour is incom- 
patible with a linear relation, while, if a disordered state 
of tissue is an important factor, a true threshold may 
even occur. There is much evidence, from cancer 
research of all sorts, indicating that one or both of 
these conditions is involved in the carcinogenic process. 

We believe that this thoughtful critique is an important 
contribution to the discussion of the relationship of 
ionizing radiation to carcinogenesis. 


WHO REPORT ON FLUORIDATION OF WATER 
SUPPLIES. 


To the extensive literature on fluoridation of water 
supplies has been added a WHO report based on experi- 
ments carried out in recent years both amongst population 
groups and in laboratories. The report states that in the 
United States, 32,000,000 people drink fluoridated water, 
and 15 other countries have already undertaken the con- 
trolled fluoridation of water supplies. Examination of 
studies on the biological action of fluorine on the cells 
and organs and on its metabolism indicates that fluorides 
are perfectly harmless when ingested at the optimal con- 
centrations for the prevention of dental caries, i.e., one 
part per million in drinking water. Their favourable action 
on the teeth, at all ages, has been proved. The report 
concludes with technological considerations on the fluorida- 
tion of water and with mention of alternative means of 
ensuring an intake of fluorine. 


1“Expert Committee on Water 1 First Report“, 
World Health Organization Technical Report Ser ies No. 146; 
1958. Geneva: World Health —— 94” x 63”, pp. 25. 


Price: 1s. 94. (English). 
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Cystic Fibrosis. 
ScHWACHMAN AND L. L. Kuicozycx1 
44 ad Dis. Child., July, 1958) 
results of a 
105 suffering from 
point out that 
beyond ood of patients with this 
disease is ‘being noted with increasing 
emphasize that the 
not diagnosed early in life 
because itis wrongly thought be rare, 
— - unfamiliarity with the wide 
of its clinical manifestations, 
— — —ę—̃ 
establishing a diagnosis On 

laboratory evidence, and because of the 
failure to 5 the varying — 

of severity with different degrees 
nvolvement of the most commonly 
affected organs. All the patients in 
this study were followed for a five-year 
i The oldest patient in the series 
is 33 years of age and the father of three 
children. Investigations included duodenal 
intubation in all patients, — 

ted. The fiuid was 


repeat examined 
to ita viscosity, trypsin content and pH in 


»amylase, and occasionally chymo- 


of the chest i infotion 


intermittent therapeutic doses, the 

tion of aerosol solutions containing an 
antibiotic, propylene . glycol, glycerine 
and detergents for short-time inhalation 
_therapy, iodides, bronchodilators, postural 


points for general acti activity, iy, 
findings, nutrition, and on chest 
re: examination. In 10 of these patients 
the di is was made in the n 


excellent in one case, good in three. © 
present status depends — on — 
amount of lung involvement 
patients the 
during the first six 
life, “The oldest t in thi 


277 


a patient looks too well to have 
po tig The severity of the disease 
varies greatly from patient to patient. 
The degree of 8 
“reflects the sevérity of the disease, 

‘the cause of death is eventually 8 
insufficiency from a combination of diffuse 
obstructive phenomena and infection. 


E. Freonpuica et alii (A. MH. A. J. Die. 


an excellent nutritional state. 


EK. G. H. O.- Virus Discase. 


A. B. 1088), sig J. Dis. 
Child... Ai i i 
idemic 


corbro-spinal fad of 101. of howe 


virus tissue 


Cultures. 


E. C. H. O. type 9 virus, five with other 
E. C. H. O. five with Coxsackie 
viruses, and only one with poliomyelitis 
virus, At the same time a clinical and 
epidemiological survey of 2447 families 
con 11,403 persons was conducted 
in the city and its environs. A virological 
study was made of 27 families with an 
acute febrile illness and a control diy of 
25 families without illness. 
idemiological study it was 
t for each patient in hospital there 
ly 210 persons at home 
with I. C. virus E. C. H. O.-9 
virus infections were almost entirely 
limited to families with illness, and adults 


in Mil environs 

infected with E.C.H.O.-9 

virus, 30% of E. C. H. O.-9 
i virus. infecti juced 


— 


Jal 
: one and two years; the oldest is now 2 4 
aged 16 years and four of them are over Firn 
: : 11 years of age. Seven of these patients lev 
2 now better than when their disease oxt 
was diagnosed. The disease was diagnosed 
fr Sey in 21 patients between the age of two and rel 
b fc bur years and 12 of this group are now the 
5 8 over 10 years of age. In 11 patients the sat 
diagnosis was made between the ages of Es 
Sour and eight ‘yews, mine will 
: the ages eight and 16 years. In the ap 
whole series of 105 patients, 47 are now an 
better than when the diagnosis was first a 
made, 27 are the same, 21 are worse, and 
tak 10 have died. The age of the patient 
at time, of diagnosis does not appear : 
to reflect any special trend as to outcome. 
In each age group there is — a 
snail 
, improvement, some being the same and as well as children were affected. By 
others being worse. The widely held extension of the results of this survey to 
be ef that cystic: fibrosis of the pancreas the total population of the district it was 
is inevitably a fatal disease in * estimated that during the epidemic period 
childhood is not substantiated by 
number aseptic 
5 meningitis syndrome, often with only 
fleeting spine It is 
robable many patients with pain 
N admitted to hospital may have had 
f nervous system involvement. Signs of 
Primary Interstitial Myocarditis. more extensive involvement of the nervous 
: system were seen in only six patients; 
r Patients with r brief paralysis of the hip muscles. There 
Test for chlorides and repeated X-ray 2 yocarditis observed Ms — antag were no fatalities. The rash was maculer 
1956, 7% 0 1557. Fifty of these meoulo-papular and only rarely 
petechial, and was commonest in the 
th younger children, occurring in the majority 
under the age of five years and rarely 
= over the age of 15 years. In some 
The o patients there was also an eruption on 
2 ; Are the fauces and mucous membrane of the 
often after an initiel mild 
al gens before and after the epidemic indicated 
: drainage and exercise Jess than 24 hours. The that approximately 60% to 70%, of the 
tion and drainage of the lungs. Treatment and the — te — 1 Population had had no previous 
aimed at improving nutrition consisted N eee showed uniformly contadt with E.C.H.O,-9 virus, and that 
of a liberal diet with a high protein failure. a suteteticiey only a small fraction of the total popula- 
content and a reduction in the total fat dileted heart with marked interstitial tien had been infected by the time the 
intake, Pancreatin was given with each ‘™ifiltration with d epidemic had waned. 
meal, as well as water -miscible, multi- cells. Seven of = reco 
vitamin preparations. In assessing the and survived; five eee of Hypothyroidism eh 
resent status of their patients the authors from the acute heart failure but developed ah ne 
3 another attack. Various drugs were G. H. Lowney et alii (A. . 4. J. Dis. 5 
tried without any result. Virological (7777; August, 1958) have made a survey 
cases. c virus grown ital, Ann Arbor. there 
| W heart muscle, but not from other organs b, the end of the first month of life, and 
2S this group the present condition is rom the same reer In all other cases in 75% by the end of the third month. 
no virus wae obtained from the sutopsy The diagnosis was confirmed by laboratory 
material. . means in 90% of patients. The most 
the geographical and chronological distri- commonly observed findings in order of 
suggested an epidemic outbreak of primary feeding problems (such as slow feeding. : 
| ou interstitial myocarditis. -... choking, failure to gain weight and lack 
i of interest), respiratory difficulties, 
the and. umbilical hernia and skin changes. The 
seve ip classical. picture of the myxcedematous 
— 2 cretin does not appear until later. The 
bet one __ incidence of thyroid disease in the families | 
- ws ed Milwaukee in the summer of 1967. of cretins is greater than in oe gees 
now In admitted to Milwaukee hospitals, for the than one sibling with congenital hype | 
eight em 18 most part with a tentative diagnosis of ri 
= as good. In a of: 18 non-paralytic poliomyelitis. Some of the . in-9% of the families in this series. The ; 


= 
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0 iodine. Estimation of the applic 
uptake of radio- active iodine is ‘equally 
reliable, but has the objection of subjecting 
the patient to radiation. Serum cholesterol 
is usually not raised in the infant cretin. 
Estimation of bone maturation is a 


test. The most 

appropriate sites for X-ray examination 

aie the knee and foot in infancy, and the 

carpal bones after the age of six months. 
Habit in Childhood. 

A. Dow Brut (Lancet, November 15, 


1958), in his presidential address to the 


in childhood, He states that though 
healthy development depends on a back- 
ground of love and security, it is an error 
to suppose that security is j 
by discipline and that the child will feel 
secure only when he is allowed to express 
his own will and whim. He refers to 
habit as Nature's tranquillizer, and 
questions whether so-called bad habits 
are not conditioned reflexes, and so-called 
good habits. acquiréd skills. He states 
that one of the chief purposes of childhood 
is to allow the child to learn the cultural 
pattern of the community and his own 
place in it. He considers on 4 difference 
between habit and ch 
out that true choice is a fatiguing process, 
and one which is to a certain extent 
distasteful to the child’s mind. On the 
teaching of habits, he states that an 
important attribute of the developing 
animal’s. central nervous system is the 
capacity to encourage the useful response 
to suppress the useless, inefficient 
response, and points 
that education and discipline are 
shortest cuts to sound habit formation. 
In conclusion he states: We have con- 
structed our Brave New World and 


Welfare State in a way which puts habit 


in childhood at a discount, and fosters 
anxiety by insistence on whim often 
mistaken for choice as a form of self- 


expression.“ 
ORTHOPADIC SURGERY... .,. 


3 of the Burnt Hand. 
Rosertson (J. Bone Jt. Surg., 


3 7955 discusses the routine — 


to ieoe of flat 


is then applied to ho 
position of function poh a — ia 
Pirate on over all. After the eleventh day 
are removed in the theatre 

under anæsthesia and the 

This brings away some of the 
slough, If there is discharge, dry 
are applied. If not, then some — 
jelly and saline moistened pads 
applied, This type of dressing is Tepested 
in 48 hours and usually after four dressings 
the granulation tissue is ready for grafting. 
Five days after the application of the 
thin split thickness graft, the dressings are 
removed under warm saline and gentle 
active movements are begun. These are 
then repeated for a short period twice a 
day, dressings being applied to the hand 

the intervals until the t 

firmly. The 
discusses his results and the complications 
encountered. 


Flexor Tendon Injuries of Fingers 
and Thumb. 


A. Van’r Hor et alii (J. Bone Jt. 
Surg., April, 1958) consider that the 
results of tendon repair either by 
immediate resuture or by secondary 
grafting hes been unsatisfactory in their 
clinic. The injuries were both in the 
no- man's land enclosed by the fibrous 
tunnel and in other parts of the hand. 
They present their results obtained over 
a period of four years, and compare these 
results with reports of other flexor tendon 
injuries treated by ncn coe and 
by grafting. They have separately 
investigated this type in the 
flexor tendons of the thumb. It ap 


land is ore, superior to 
There appeared to be no relation- 


to the particular type of suture used. 
In most of the cdses in this series Bunnell 
-out wire suture was used 


Quo Vadis Scoliosis ? 

J. R. Coss (J. Bone Jt. Surg., June, 
1958) discusses the past, present and 
future of scoliosis. He lists an imposing 
number of different methods of manage- 
ment, icularly of — scoliosis. 
Meth< that have been used beginning 
with the Abbott jacket, consist “any 
of plaster casts, frames, special 
corsets, exercises and a number of opera- 
tions. He discounts most of these. 


knowledge tells us that braces and plaster 
casts will not stop a curve that is pro- 
gressing. Exercises will have no effect 
on a scoliosis, 
posture, but this is separate 

from scoliosis. Braces and plaster casts 
or during the period of waiting for a spinal 
fusion to consolidate. Early recognition 
is something which only gives the parents 
a longer period of uncertainty. Usually 
it is the parents who need management. 


The knowledge that idiopathic scoliosis 


will not progress after the age of 15 or 16 
It is known 
that skiagrams taken at invervals of 


three to 12 months will give little 
to radiation and make it 3 


watch for the curve that ‘decides to 
progress, It is known that only in 
the few cases that progress rapidl 

the best efforts in — tor, for, 
and that it is usually spinal fusion that 
is used. 


Upper Limb Prostheses in 
Children. 


J. A. MacDonztyt (J. Bone Ji. Surg., 
June, 1958) discusses experiments in the 
fitting of children with modified up 
limb prostheses between the ages of five 
months and four years. The series 
included nine congenital and three 
traumatic amputations. He points out 
that the usual a * for fitting children 
with prostheses been empirically 
considered as one year before entering 
school. The results following this method 
have been quite satisfactory. He con- 
siders, however, that early fitting will 
develop a functional pattern involving 
both hands in a congenital amputee. 
Also, it will mask the development of 
the sense organ function of a stump and 
prevent postural anomalies because of a 
short limb. There will also be early 
tolerance and acceptance of the artificial 
aid. The author made a motor develop- 
ment study and noted that palmar pre- 
hension appeared at about 18 months, 
Pinch and grasp rarely appeared before 
30 months, Thus a simple rounded-end 
prosthesis should be fitted before 2 
months. This should be changed to 
hand- shaped rubber mitten later. After 
24 to 30 months an active two-finger 
hook can be used and the child taught 
to manage it. 

~ Myositis Ossificans. 

L. Ackerman (J. Bone Jt. Surg., 
April, 1958) reports a study of 26 cases of 
myositis ossificans, He discusses three 
types of lesion which appeared in his 
series. The first or locally occurring 
myositis, observed usually in young 
athletes, is the one commonly found in the 
quadriceps or in the brachialis muscle, 
and the diagnosis is. relatively easy. 
The second type is associated with the 
periosteum, which is lifted by trauma 
and hemorrhage. The diagnosis is often 
confused with sarcoma. The third type 
that he discusses comprises large atypically 
located lesions. These are very easily 
confused with sarcoma. Often there is 
no history of trauma. Tipy appear as 
large masses in muscle. * not 
involve underlying bone. There is often 

+ difficulty in making a diagnosis 
fom the biopsy specimen. The author 
makes a point that these lesions are 
usually divided into three zones, an inner, 
middle and outer zone. As the lesion 


develops, a well-formed bone and 
cartilaginous capping 72 
appear, the diagnosis is that of an 
2 There will be absorp- 
tion and ing from the action of 


muscles, In the microscopic examination 
the central area of these lesions is usually 
circular and well delimited. Around it 


formed bone, The author points out that 
— formation — not occur in soft 
this serves to 


sarcomata, 
distingniah the two 


— 
* firmation is the finding of a low serum 4 
ther 
itis 
tendons occurring in the “no-man’s 
| 
ment of extensive burns of hands at 5 
Toronto General Hospital. There were 3 
some 50 cases. Most of these were third 
degree burns and they usually involved : 
the dorsum of the hand with occasional The only. operation which works is, he > 
extension on to the palm. The method states, spinal fusion, and even this must . 
he describes avoids dressing the burns ‘ 
in the wards, He uses a method of : 
multiple débridement rather than excision. 4 
He considers this gives a better type of 1 
granulation tissue and is less likely to 1 
expose tendons or joints unnecessarily. 8 
It usually means that the surface is 
ready to take the thin electric dermatome ‘ 
graft after about 14 to 18 days before ; 
any discharge can become real 
| usually produces a poor. take 
. This will be a peripheral area, and in the later 5 
consists of the application of simple gauze : 
: dressings to the wound after profuse 
“4 ‘irrigation avoiding mechanical cleaning, 
‘even leaving adherent foreign material ; 3 
: he applies a small amount of petroleum a 


— — 


tenth meeting of the 
ot Australasia was held at Katoomba and Sydney, New Sou 
Wales, on March 29 to April 4, 1957, Dr. M. 8. 8. en, 
the President, in the chair. a 


The Atlology of Cancer of the. Bladder, 


J. G. Watson (Brisbane) read a. paper entitled 
Axtiology of Cancer of the Bladder” (see page 101). 


k. Monte (Melbourne) read a paper entitled “The 
Problem of Hydronephrosis” (see page 102), 


N. J. Bonnin (Adelaide) read a paper entitled Hydro- 


nephrosis: Su Repair” (see page 104). 


W. Macxy (Auckland) read a paper entitled Some 


Experiences with Pyeloplasty” (see page 108). 


Cnematogre films and “Kodachromes” were shown 
J. 8. 0 elbourne) and N. J. Bonnin 8 

H. H. Pearson (Sydney) in opening the discussion, said 
that some 18 months previously, being dissatisfied. with the 
results that they were obtaining from pyeloplasty, he and 
nis colleagues had decided to try a series of Anderson-Hynes 
pyeloplasties and to see, when the numbers were sufficient, 
whether they could assess results. So far they had performed 
only 12, and he proposed to give an evaluation of the results 
obtained in them. Of the 12 operations, Mr. J. B. Blackman 
Jacobs two. 

First, so far as technique was concerned, they believed 
that one of the essentials, not only of that ‘orm. of pyelo- 
plasty, but of any pyeloplasty, was adequate mobilization of 
the kidney and of the upper part of the ureter, with the 
freeing of all detached vessel bands and a terminal nephro- 
pexy. So far as the Anderson-Hynes. operation was con- 
cerned, the originator advocated an anterior approach as a 
necessity; they had tried that on two occasions, and had 
found that the technique, at any rate in their hands, was 
more difficult. Mr. Pearson said that he had performed the 
pyeloplasties through a twelfth rib exposure with equally 
satisfactory results; but they might be missing something 
in not seeing the pelvis and ureter from in front in their 
natural state, so as to evaluate the anatomy and pathology - 
a little more fully. Most of their operations had been per- 


and more convinced’ that 

absenee-of a post-operative urinary infection. So far as 
suturing was concerned, he used interrupted sutures placed 
very close together; he thought that Mr. Potts and Mr. 
Jacobs were using a continuous suture, which he himself 
did not like. For one thing, there was; as a rule, some 
temporary 1 „ and if the wound broke down, 
it was likely to break down quite largely with a continuous 

date that not happened. 


ureter was, of course, divided completely, and 

segment of the pelvis, the uretero-pelvic. junction 

upper part of the ureter, including the constricted 
were resected. Most of the 12 patients in the series 

— post-operative infection. Of those 

— only series in whom a splint was 


nage 
cedure. It lasted 24 to 
In three cases they had 
early stage operation and 1 
which leakage ceased. 
vasation of urine, after’ 


fle 


above the line of the 


There were 
point of view the result appeared to be poor. 
Reap had suggested that in the cases in Which a splint ‘was 
put in, it would be much safer to make a little slit incision 
anastomosis to allow for a 
rather than have the drainage through the suture line; Mr. 
Pearson said that that was a’ point he had never considered 


previously, and ‘he thought it a ‘very on. 


In conclusion, Mr. Pearson said that they thought that it 
“probably did not matter ‘what sort of pyeloplasty was per- 
formed, provided that infection could be eliminated; and that 
reasonable results as far as function was concerned could 
be produced: They liked the Anderson- procedure and 
intended to continue with it rather than revert to any other 

practice. 

Epaar RMT (Christchurchi) said that what they had seen 
and heard that morning had been most instructive. They 
nad all been performing plastic operations now for many 
-years.. Recently he and his colleagues had assembled 88 of 
their operations performed over the last 15 years, and the 
results had been most informative. They had a radiologist 
who was intensely keen on urology, and he carried out 
radiological examinations of their patients in various 
— . Mr. Reay said that in radiographic examination of 

the renal pelves, if the pre- operative films were taken with 
the patient in the supine position and the post-operative 
films with the patient in the prone position, the results 
would be much better. The supine position was the worst 
possible position for emptying of the pelvis. The ureter 
had to run uphill. If the patient was turned into the prone 
position after the obstruction had been removed, he ae 
be 8 to look much better. 


went on to say that he was particularly 
pelvic junction, and he thought they were a potent factor 
in the etiology of hydronephrosis. All his operations had 
been performed from the anterior approach. He was not 
particularly fond of the anterior incision, but it went right 
down, to the seat of the trouble. One most important point 
about all those cases was that, when the pelvis and uretero- 


. Jelvic junction had been freed, there was too much ureter. 


That brought him to the point that Mr. Bonnin had made 
the importance of a nephropexy after operation. There was 
too much ureter, and the kidney had to be lifted. up. That 
could be done by the Kirkiand or any other suitable method. 
If a plastic operation was eee and a tube put in the 
ureter without a pyelonephropexy to.take the slack out, 
‘there would be further trouble with the redundant ureter 
at the position in which the splint had been left in. On 

a number of occasions, after the whole thing had been 
dissected out, there was a normal uretero-pelvic junction, 
and in quite a number a nephropexy was all that had to be 
performed. There was a complete dissection and a — 
* and it was left at that. 


KIRKLAND (Sydney) expressed appreciation of the 
0 that had been shown; he said that they had 
made things very clear. Mr. Reay’s contribution was a 
contribution of his own rather than a discussion of what 
had gone before. Mr. Kirkland thought that Mr. Reay had 
stressed a most important point. Often when the patient 
had symptoms the diagnosis was that of a moderate-sized 
hydronephrosis, and it was thought that there must be an 
aberrant vessel because of the pictures, and equally often, 
one operated on those patients and found no aberrant vessel 


- Reay had put the matter very 
experience over a good many. years. : 

Purim Row (Brisbane) asked whether anyone had had 
experience of internally splin — 
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formed retropelvically. They had not used any nephrostomy 
tubes, or any form of splinting. He had become a firm 
g believer in the no-splint technique, and had become more 
5 interesting point in relation to that operation we and no apparent cause for the stricture of the pelvi-ureteric 
junction. There was apparently no justification in many of 
those cases for doing anything more, and the patient was 
2 cured. He had at times thought that the operation hardly 
appeared justified; but Mr. Reay had stressed the importance 
oe assed’ a ureteric cat 
8 eft it in for a few ; 
two cases there w ; 
hoval ‘of the drainage tic pelvis GOWN LO Diadder, no drainage Or splin 
the perinephric space. In one case the patient being brought out to the skin, and the internal splint being . 7 
days later with a very large extravasation of u Cort. Epwards (Sydney) asked whether the operations + 
a ee n had, been applied to infants to any extent. He said that he 
on about had always found, in the very large hydronephroses found in 
: tenth day. Very small infants, that it was exceédingly difficult to do 
Mr. Pearson said that the results on the whole had been anything apart from establishing an intubative ureterostomy, ‘ 
: very good from the symptomatic point of view. From the which he bad done. Mr. Edwards also wondered: whether ; 
radiological’ point of view, however, they were commonly those operations with apparently quite extensive.suture lines . 
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A. Ineuis (Brisbane) asked what effect the loss of function 
had on one’s decision to perform a pyeloplasty rather than 
a nephrectomy; in other words, how much loss of function 


there would have to be before a surgeon would decide that 
-nephrectomy was the only possibility. 


LioneL Jacoss (Sydney) said that he had found it interest- 
ing in the ‘discussion of the Culp pyeloplasty that the three 
speakers describing the same-operation performed it in three 
different ways. The thing which possibly was most impres- 
sive to his mind was the fact that he was further convinced 
that if one was operating on an uninfected hydronephrosis, 
the lack of splints was possibly the most important thing of 
all. He knew that it was difficult, when one was first con- 
templating the Anderson-Hynes operation, to do two things. 
The first was to divide the ureter from the kidney and have 
the kidney in one hand and the ureter in the other and see 
no connexion between the two. One did not like the idea of 
it, and until it had been done a couple of times it seemed 
horrible. The second thing was to make a long suture line 
without any flinches whatsoever. However, he thought that 
the results that had been achieved so far made one feel that 
that was possibly not the hazard that one would expect, and 
that if it was done carefully one could expect good to come 
from it, especially if the urinary tract was uninfected before- 
hand, and certainly if it remained uninfected afterwards, 
which was most important. Mr. Jacobs went on to say 
that one or two little problems were interesting. He thought 
that if a large aberrant vessel was present, the situation was 
provided in which the Anderson-Hynes operation was most 
useful, because after severing the ureter one could reattach 
it behind the vessel, to the pelvis above, without interfering 
in any way with the area of kidney supplied by that vessel. 
Some time previously he had reported that in one of those 
cases he had cut an aberrant vessel and the result had been 
hypertension. That necessitated a secondary nephrectomy, 
a very difficult operation, because he had performed a 
nephropexy at the same time. Therefore that consideration 
was in his opinion a very important one if one was dealing 
with a large aberrant vessel, even if one was used to per- 
forming and quite happy with the Culp operation. 


E. W. KI (Perth) asked whether the speakers regarded 
the suture material as being important, and whether or not 
they used a completely absorbable or a chromicized suture. 

R. J. Stuverron (Sydney) said that there was one practical 
point that worried him—that in Mr. Pearson’s series there 
were quite a number of patients in whom urinary leakage 
developed after operation. On the other hand, he did not 
remember Mr. Bonnin making a point of that in his series; 
but he wondered whether any of the speakers who were 
interested in the no-drainage technique could tell him 


whether it was better to leave some sort of an opening—for 


example, a slit in the ureter or a part of the suture line 
unsutured—so that the extrarenal drain could for a few 
days take care of any urine that required to escape. 


M. S. S. Bartram (Sydney) said that he agreed very much 
with Mr. Kirkland that the frequency of the aberrant vessel 
in fact and its frequency in radiological diagnosis were two 
very different things, and he did not think that it was often 
possible to make a positive pre-operative diagnosis of 
aberrant vessel. He was also certain that in the bulk of 
the cases in which an aberrant vessel was present, it was 
a secondary factor which came into operation after the 
hydronephrosis had reached a certain size, and not a primary 
factor at all. One speaker had mentioned hypertension. Mr. 
Earlam said that he had had one young woman patient in 
whom he had divided an aberrant vessel, and she got into 
serious trouble within three months, with a systolic blood 
pressure of 200 millimetres of mercury. She underwent a 
nephrectomy and lost her symptoms, but the blood pressure 
did not entirely revert to normal. In reply to Mr. Edwards's 
question about the operation in young children, Mr. Earlam 
said that he had had a few such patients, but not very 
many, and he had not had the courage to attempt any more 
than the Davis intubative ureterostomy. 

' Henry Morrensen (Melbourne) asked Mr. Reay in approxi- 
mately what percentage of the series of cases he had men- 
tioned he 
else, ‘and also, if he had the information, what had been the 
outcome of that procedure in subsequent years. In reply to 
‘Mr. Rowe's question about closed catheter drainage, Mr. 
‘Mortensen said that he thought that it was a perfectly 
reasonable procedure. From his own point of view, if one 
used the Anderson-Hynes procedure entirely with an anterior 
approach, the demonstration of the actual state of affairs 


was happy with the nephroplasty and did nothing 


J. S. Prims (Melbourne) said that the intrarenal type of 


pelvis constituted a problem; but in most cases of that type 
a small stricture was present. He thought that Scardini and 
Culp both stated that for that type of abnormality the Foley 
Y plastic operation was a very efficient form of treatment. Mr. 
Peters went on to make a comment concerning nephropexy. 
He said that he had never performed a nephropexy and he 
never wanted to perform one. He believed that there was 
nothing to be gained by it. He could not see any value in 
performing it for a pelvi-ureteric obstruction. The kidney 
was placed back into position and the patient nursed on his 
or her back, and following that he thought the kidney 
remained in position fairly well. The results that he and his 
colleagues had obtained, without doing anything to support 
the kidney except to nurse the patient on his or her back for 
five days, had been good, and he thought the kidney had 
remained fairly well in position. 

Nom, Bonnin (Adelaide) said that he had been fortunate, 
in that there had been no leakage in any of his cases. He 
could not help wondering whether the leakage that had 
occurred on occasions had been due to a tiny area of necrosis 
along the suture line. He thought that was particularly apt 
to occur if a running suture was employed. That was a 
devascularizing suture. The chief factor in any plastic pro- 
cedure of that sort must be the blood supply of the sutured 
part. That must be adequate. If there was going to be any 
necrosis of the tissue, then a leak was bound to occur. So 
far as operation in infants was concerned, a very similar 
procedure to the Hynes technique had been carried out at 
the Adelaide Children’s cone for at least ten years, and 
the results had been good 

W. Macxy (Auckland), commenting on the operation as 
carried out in infants, said that in his small department 
they had had six patients ranging in age from nearly three 
to nearly five years. The operation was easy to perform, 
and the results were, of course, very much better than they 
were in older people. Any vestige of infection seemed to 
settle down much more quickly. In kidneys which had been 
quite non-functioning in the preliminary pyelogram they had 
noticed very good restoration of function, and in at least two 
cases the kidneys were almost back to anatomical normality. 


H. H. Prarson (Sydney) said that Mr. Row had asked 
about a tube in the ureter extending from the pelvis to the 
bladder. Mr. Pearson said that he himself had used a 
polythene tube in that manner when performing the 
Anderson-Hynes procedure, and he still used it for any 
operations on the ureter in which there was necessity for 
splinting, such as resections of strictures, reimplantation of 
the bladder or repair of damage to the ureter, and found that 
it worked very well. In only one instance had there been 
any complication associated with that procedure. The 
patient was a man, and no matter how hard he tugged, Mr. 
Pearson could not get the tube out. He had tried on two 
occasions, and finally sent the patient home with the tube 
in situ. He had no pain or other trouble. He returned two 
months later and Mr. Pearson tried again; the tube came 
away quite easily. Mr. Silverton had mentioned the matter 
of the slit, which Mr. Pearson had spoken about. Mr. Reay 
had suggested that that might be a very good idea to prevent 
tension of the suture line, and he (Mr. Pearson) intended to 


With regard to the question of vessels, his own practice 
was to compress them and see what happened. Generally 
the lower end of the kidney turned a little blue. If it went 
a little white, then it was a different matter altogether, and 
it was necessary to perform an Anderson-Hynes type of 
operation and go around the back. Mr. Pearson said that 
he and his colleagues had looked into that question of 
abnormal. vessels and had injected some of them on the 
table. When one saw the extent of the arterial supply, it 
was not usually very great; it was mostly superficial, and 
there was quite a surprising amount of collateral circulation. 
If the lower pole of the kidney turned slightly blue, they 
always cut aberrant vessels. In the follow-up of some 80 
Cases, the lower pole was scrutinized carefully in the intra- 
venous pyelogram in all, and in only one was there atrophy 
of the lower pole. That was very marked. The lower pole 
was completely wiped out; but that had occurred in only 
one case. In that series there were no cases of hypertension. 
In reply to Mr. Mortensen’s question about the outcome of 
such cases, Mr. Pearson said that in the very first one they 
had not performed a nephropexy; he got a perfect uretero- 
pelvic junction, and two inches below that he produced 
another obstruction. The patient was a little boy, aged ten, 
and the operation. was a very easy one to do. Mr. Pearson 
“said that they should not have done it, but they left that 
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ureter in situ with all its waggles“ in it, and two inches 
below the wuretero-pelvic junction it produced another 
beautiful stricture or another right-angled bend and the 
whole result was spoilt. That was why he was so insistent 
about the nephropexy to stretch out the curly ureter. The 
other thing he thought most important was to stop the ureter 
from adhering to the lower pole of the kidney. If one 
performed a nephropexy, one should move the lower pole of 
the kidney well out of the line of the ureter, because there 
was no doubt that many results of plastic operations were 
ruined by ihe ureter’s adhering to the lower pole of the 
kidney. 


Surgery of Malignant Disease of the Kidney. 


ALBAN Gm (Sydney) read a paper entitled The Surgical 
Approach to Malignant Disease of the Kidney” (see page 
110). 


J. Buackwoop (Sydney), in opening the discussion, said 
that he had found that a certain prejudiced attitude relating 
to the surgery of malignant disease of the kidney was very 
common amongst urologists, both in Australia and abroad. 
Many took the view that malignant disease of the kidneys 


fell generally into one of two groups. First was the unfor- 


tunately smaller group, in which a cure could be obtained by 
any sort of nephrectomy, performed through any sort of 
incision, provided it was competently handled, and most 
urologists would agree that early ligation of the pedicle was 
an important point in that connexion. The other larger 
group comprised kidney tumours which were incurable from 
the start. The patients mostly died of widespread metas- 
tases in the lungs and bone, and no more radical or local 
attack would alter the prognosis. Mr. Blackwood wondered 
whether that gloomy and prejudiced attitude was justified. 
Some work done by Vera McDonald in 1949 had received 
very little attention in Australia or in Great Britain, but 
had been accepted in principle by most of the leading men 
in the United States. They had examined macroscopically 
and microscopically nearly 500 renal carcinomata removed 
surgically, and had found that in 70%, nearly three-quarters, 
there was definite evidence of infiltration through the renal 


‘capsule into the perinephric fat and sometimes perinephric. 


fascia. If that was accepted as being a generally charac- 
teristic cross-section of the cases urologists would meet, 
then by definition, nearly three-quarters of the patients 
they had no hope of curing if they performed the ordinary 
sort of nephrectomy in which they opened the perinephric 
fascia, put a finger in and enucleated the kidney. However, 
by more radical initial local incision it was possible that one 
would prevent a certain number of patients from dying of 
local recurrence, and if that was accepted, then they had to 
review the whole question of incision, exposure and 
approach. Mr. Blackwood went on to say that he supposed 
that Sweitzer in 1947 was the first to describe a much more 
radical incision than the usual one, because most people 
would agree that if one was going to perform a more radical 
excision, the ordinary classical incision was simply not 
enough. The Sweitzer incision, as they knew, was the 
classical incision carried very far forward, with a very long 
vertical limb going up from.the anterior end of the incision 
towards the sternum. That was a good exposure, but it had 
never been generally accepted, mainly because of the severe 
disturbance to the abdominal wall that it necessitated. The 
next important contribution had been made by Mr. 
Mortensen, who originated a thoraco-abdominal approach for 
those tumours, and his work had been followed a year later 
by Chute’s paper. Mr. Blackwood admitted that that 
exposure was magnificent; but, as anyone who had operated 
through such an incision would realize, if one opened the 
thoracic cavities as widely as one did, sooner or later one 
must run into trouble relative to the thoracic cavity. That 
was the point that would always. discourage the genera! 
adoption of the thoraco- abdominal approach. George 
Nagamatsu had referred to the important principle of the 
so-called osteoplastic flap; that was the next important move 
forward when he gave the description in 1960. Mr. Blackwood 
said that he had started using that ineision in that year, and 
had modified it and progressed in exactly the same way as 
Mr. Gee. Quite independently they both modified it, and now 
utilized the identical modification. Mr. Blackwood said that 
the modification had come to his mind because of two points. 
First, he found that removing the angles of the tenth, 
eleventh and twelfth ribs was more than was needed even 
for the biggest operable tumour. It was very seldom that 
he thought that the tenth rib needed touching at all. The 
other factor that influenced him was the fact that he had 
been using the twelfth rib bed in many benign cases, and 
every time he used it he was impressed by its magnificence. 
hey had all been chastened by the kidney patient who, six 


that had been demonstrated at the meeting. 


months after operation, had forgotten that he had ever had 
kidney trouble, but said: “Doctor, this numb patch is still 
numb. It is not quite as big as it was, but now it has 
funny pains and pins and needles coming into it.” It was most 
difficult, too, when a nice kidney incision had a great neuro- 
vascular bundle going across the middle of the wound, so that 
one did not know whether to sacrifice it or try to go round 
it. If the surgeon went through the bed of the twelfth rib, 
as Mr. Gee had said, he was above the neuro-vascuiar 
bundle. He never saw a big nerve, he forgot all about the 
subcostal and first lumbar nerves, there was no anesthesia 
of paresthesia afterwards, there was not much bleed - 
ing, because the incision was intersegmental and 
therefore it was between nerves and vessels. When the 
twelfth rib was removed back to its angle, and the angle 
of the eleventh rib was divided, and with that incision 
sweeping up the costo-phrenic sinus with its contained lung 
and diaphragm outside it, pushing everything out of the 
way, one had magnificent access to the kidney. Mr. 
Blackwood entirely agreed with Mr. Gee that it was a 
splendid incision for dealing with renal malignant disease. 
He differed from Mr. e on only one point. Mr. Gee had 
suggested that that modification should be reserved for a 
large tumour, and that the simple excision of the twelfth 
rib was sufficient in the ordinary case. Mr. Blackwood 
thought that to perform an adequate central radical 
nephrectomy, the modification that he had mentioned should 
be used, whatever the size of the tumour. He thought that 
good exposure of the upper pole was particularly necessary. 
He might still be influenced by an experience whieh he had 
mentioned to the society three years earlier. In the first 
six so-called radical nephrectomies that he performed, in two 
he had found that a discrete secondary nodule was present 
in the suprarenal; in both those cases the suprarenal was 
removed en bloc with that great mass of tissue, and neither 
patient had evidence of metastases elsewhere. Mr. Blackwood 
said he thought that one should look at the upper pole 
carefully. In any case which was described as difficult 
because of adhesions, because of a “stuck” pole, that meant 
that the surgeon was probably going through neoplastic 
tissue. Anywhere else in the body where one found that 
a neoplasm was adherent to local structures, one rightly 
assumed that one was too near the tumour. Any radical 
nephrectomy, or any nephrectomy for carcinoma that was 
difficult because of adherence, would suggest to him that the 
surgeon was indulging in a hopeless operation, and that that 
was one of the cases in which the tumour had gone beyor:d 
the confines of the kidney. 


HENRY MORTENSEN (Melbourne) said that there was nc 
doubt in his opinion that much harm had been done in the 
past by inadequate exposure. He believed that. the 
advantage of the incision that had been put before them 
at.the meeting, and of such other incisions as did not involve 
the thorax, was that they could, if they wished, use them 
as a routine procedure and feel that the patient was not 
being subjected to any extra hardship. It might be of 
interest to those present who had heard of that first opera- 
tion performed by the thoraco-abdominal route, to recall 
that the patient was a woman who had been substantially 
given up. She had been in an internment camp, and her 
diagnosis had been delayed as a result of that. She had 
been operated on in Changi and the condition had been 
declared to be inoperable. She had come to Australia and 
was given deep X-ray therapy for some considerable time 
afterwards for the huge mass which stretched from her 
diaphragm to well below the iliac crest. Mr. Mortensen said 
that they had been able to prove by intravenous pyelography 
that there was. some movement, and that was why that 
exaggerated incision was used. He had last heard from the 
patient two years prior to the meeting and she was still 
perfectly well then, about eight or nine years after: the 
operation. It had been his experience that the tumours he 
looked forward to curing were the big tumours. He believed 
that the little tumour which had become obvious by 
hematuria had invaded its pseudo-capsule early, so that it 


. bled, and it probably progressed much more rapidly than the 


larger ones. It had been his experience that all the patients 
with small tumours were dead of secondary manifestations 
within four years, whereas those whom he had cured—that 
was a pure generalization—had had large tumours that 
were still mobile, but had not produced any symptoms until 
well on in their development. He himself had used the 
thoraco- abdominal approach in very few cases, and he 
would certainly be interested in future to try the incision 


Nom, Bonnin (Adelaide) said that some years previously 
he had become interested in sympathectomy for hyper- 
tension, and he had carried out a number of those pro- 
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cedures. Exposure of the thoracic sympathetic chain was 
obtained by resection of the twelfth rib. He thought there 
were a few anatomical tricks about it which had not perhaps 
been quite brought out by the other speakers. If one wanted 
to have a big exposure and to remove a lot of rib, the easiest 
way, he thought, was to remove the whole rib rather than to 
cut it off. Having stripped the rib back as far as possible, 
one could put one’s finger along the under-surface of the rib 
and ease away the periosteum, together with the pleura, 
until one felt the rib head, and then by going on pushing 
one would clear through the periosteum, but not the pleura. 
The pleura was quite loosely attached over the side of the 
vertebra, and in that way one could pass one’s finger com- 
pletely around the rib head. Then, by pulling hard on the 
rib, one could literally twist it out with a touch of the knife, 
with the pleura now well pushed away. Furthermore, there 
were no sharp edges in the way at all, and that increased 
the exposure. There was another thing about the pleura 
which had not been mentioned: there was a long ligament 
attaching the lower margin of the pleura itself, not the 
diaphragm, to the upper margin of the first lumbar trans- 
verse process, and one could not move the pleura up freely 
unless one cut that, It had to be actually exposed and cut. 
Mr. Bonnin said that he was talking about the extended 
incision. A good deal of care was necessary, because the 
pleura, as one tried to displace it upwards, tended to form 
a peak downward. The ligament pulled it down, and one had 
to be very careful or the pleura would be torn there. It 
could be clamped and ligated if that was desired, and then 
the pleura would move up freely and could be quite easily 
stripped away from the underside of the eleventh rib; that 
could be cut, if necessary, and the incision extended up in 
that way. Another anatomical point in using the twelfth rib 
incision was that it was very hard to see the lower margin 
of the pleura ‘when the rib was taken out. Mr. Bonnin said 
that he thought it worth remembering that it never went 


verse process. Thus, if one inserted a finger in the back of 
the wound, one could always feel the transverse process 
easily, and one could with confidence make the incision 
below that level through the diaphragm. 


he could get at the’ vessels early with that approach; he 
himself could not. He still had to work around the kidney 
and manipulate it quite a lot, and he could not get at the 
vessels at an early stage. He did not know that that 
approach was the answer for a tumour. Certainly one 
obtained a greatly increased exposure, very much better 
than the ordinary subcostal incision, but he still thought it 
had the disadvantage of making it necessary to attack the 
tumour from the back. On the other hand, with the 
thoraco-abdominal approach one could, he gathered, get at 
the tumour from the front, as was also possible with a trans- 
abdominal approach. Mr. Bonnin asked Mr. Gee whether 
he had managed to achieve an early approach to the renal 
. Vessels, so as to control hemorrhage and cut the vessels 
before he removed the tumour. 


A. H. Gee, in reply, said that with regard to getting at 
the vessels, that was still not so easy to him as one read 
in some of the literature. He still had quite a little difficulty 
in that, but he thought that if the incision was taken well 
forward, a great deal of advantage could be gained by 
coming down in front. He supposed that urological surgeons 
should all be competent to attempt radical incisions when- 
ever they were nécessary. It seemed that, as Mr. Blackwood 
had said, if 70% of tumours were shown to have already 
penetrated the fatty capsule, if there was to be any improve- 
ment in the figures for long-term cures, a good exposure 
was necessary, and they would have to do their best to take 
the whole of the perinephrie fatty tissue with the kidney. 


James Blackwood, on the question whether they should all 
perform radical nephrectomies, said that he thought the 
answer was yes: There was no possible argument against 
it. The question of controlling the pedicle for hemorrhage 
and so on did not arise. It was a bloodless operation, and 
one tackled the pedicle early, on the old principle of pre- 
venting venous dissemination. One did not tackle it early 
because one wanted to cut down hemorrhage, but that was 
an advantage in itself. The direct and pertinent question 
was whether a more radical procedure had altered the 


not be answered, and would not be answered for many 
years, if ever. Even now, when people had been performing 
ordinary nephrectomies for carcinoma for half a century, 
there was no agreement whatever on the prognosis. The 
figures varied from 10% to 60% amongst reputable 
urologists. The figures for any one surgeon would be com- 


below the level of the lower margin of the first lumbar trans- 


Mr. Bonnin then asked Mr. Gee whether he found that 


gloomy prognosis. He thought that question simply could, 


pletely invalid statistically. However, he thought that if 
one accepted the view that local infiltration through the 
renal capsule was common, surely that must be the end of 
the argument. He thought it would be just as foolish to try 
to enucleate a carcinoma of the breast and argue against a 
radical mastectomy. If in three-quarters of the cases the 
tumour had penetrated the renal capsule and they accepted 
that, then he thought they must all accept the fact that one 
must remove the kidney from outside its capsule. On general 
surgical and pathological principles, the answer must be that 
in every case of renal carcinoma as wide an excision as 
should be carried out. 


5 Cancer of the Bladder. 
J. G. Warsox (Brisbane) read a paper entitled The 


Management of Cancer of the Bladder on Both Sides of the 
Atlantic” (see page 112). 
Retention of Urine in 1806. 

P. W. Hopkins (Mackay) read a paper entitled “The 
im of Retention of Urine in the Year 1806” (see page 
114). 
A Case of Neurogenie Bladder. 

I. F. Porrs (Sydney) presented a case of Uninhibited 
Neurogenic Bladder Treated by Partial Division of the Nervi 
Erigentes” (see page 123). 

Election of. Office-Bearers. 

The names of the office-bearers and of the Executive 
Council for the ensuing twelve months were announced as 
follows: 

President: L. J. T. Murphy. 

Past President: E. Reay. 

Secretary: J. E. Blackman. 

Treasurer: R. A. Craven. 

Executive Council: C. M. Edwards, H. H. Pearson, L. D. 

Wheeler, G. C. Hogg, N. J. Bonnin, E. W. Kyle, W. W. 
Woodward. 


Induction of President and Past President’s Address. 


Dr. M. S. S. Earlam inducted Dr. L. J. T. Murphy, the 
— for 1957-1958, and delivered the Past President’s 
SS 


Dut of the Past. 


In vege ee will be published from time to time 
extracts, taken from medical journals, newspapers, official 
and — — records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


ADVANCE AUSTRALIA!* 


{From the Australasian Medical Gazette, September 15, 1894. 


Extract from the Government Gazette: 
Chief Secretary’s Office, 
Adelaide, 
August 1, 1894. 


His Excellency the Governor in Council has been 
pleased to appoint Mounted Constable Michael Donegan 
of Fowler’s Bay to be a Public Vaccinator. 


By Command. 
J. H. Goro’, Chief Secretary. 


A truly excellent idea, which will, no doubt, be imitated 
in other colonies as soon as the many advantages to be 
gained by making the police public vaccinators become 
obvious. The anti-vaccinators have never been given a 
better weapon to beat down compulsory vaccination with 
than they have now been voluntarily presented with by the 
enterprising colony of South Australia. Advance Aus- 
tralia! by all means: impose quarantine against the world 
and make your mounted troops handle the poisoned 
vaccinifer and raise pure calf lymph in their leisure hours, 
so that vaccination may quickly become a thing of the past. 
Some of our foreign readers will hardly credit that the above 
appeared in a government official paper, yet we must with 
great regret admit that it is a true copy. 


1 From the original in the Mitchell Library, Sydney. 
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SEMINARS AT ST: VINCENT’S HOSPITAL, STONEY. 


Hospital, Sydney, during 1959, These will commence on 
gramme is as follows. i 
agg Trends Medical Staff 
‘essor B. Hatfield, Professor of 

Administration, University of N. S. V. 

February 24: Medical correlation: “The Management of. 
the Typhoid Carrier“, Mr. W. McGrath. 

March 10: “The Pulmonary Circulation”, Dr. Halmagyi, 
Department of Medicine, University of Sydney. 


March 24: Medical correlation: “Sarcoidosis”, Dr. Spedding. | 
‘April 14: “Hepatic Coma”, Dr. W. Hennessy. 
— 8 Medical correlation; “Cerebral Abscess”, Mr. K. 


N “The Management of Renal Failure”, Dr. H. M. 
— — Director, Cunical Research Unit, Kanematsu 
Institu 


May 26: No seminar. 
June 9: “Management of “Thorotiitoosie”, “Dr. R. Jeremy. 
June 28: Medical correlation: Lymphangitis Carcinoma- 
tosis”, Dr. A. G. McManis. 


July 28: Medical „Chloromycetin', Aplastic 
Anemia”, Dr. B. Hall. 

August 11: Non-Infective Granulomatous Conditions of 
the Lung”, Dr. J. Benecke. 

August 25: Medical correlation: “Congenital N 
Stenosis”, Dr. A. Seldon. 

September 8: “The Spleen in Blood Dyserasias“, Dr. J. 
Garvan and Dr. P. Lamond. 


September 22: Medical correlation: “Necrotizing Papillitis 
of the Kidney”, Mr. R. Craven. 


October 13: “Gastro-Intestinal Allergy”, Dr. R. Eakin and 
‘Dr. B. Hall. 

October 27: Medical correlation: “Polycythemia”, Dr. P. 
Lamond. 


Maenner 10: “Antibiotics: Their Use and Abuse”, Dr. J. 
ckie 

November 24: Medical correlation: The Interpretation of 
the Serum Transaminase in Myocardial Infaretion“, Dr. A. 
Seldon and Miss Silvester. : 3 

December 8: “Vertigo”, Dr. W. Burke. 

of the medical are invited to 
atten 


~ 


SEMINARS ‘at THE ROYAL NORTH ‘SHORE 
HOSPITAL OF SYDNEY. 


; Tux following is the programme of seminars at the Royal 
North Shore Hospital ¥ Wan February to June, 


1959. 
February 8: and Sedatives”, Dr. J. H. 
Ellard and Dr. G. Sel 


March 3: “Recent Advances in Neurology”, Dr. R. G. 

ril 7: “Public Health Methods in the Controt of Tuber- 
Dr W. H. Harris. 
May 5: “The Use of Radioactive Iodine in the Investiga-— 


Mechanisms of Organic Diseases”, Dr. 


Hysterical 
C. Radeski and Dr. J. H. Ellard. 


The seminars will be held on the first Tuesday of each 
month at 5.15 p.m. in the Students Common Room. On the 
at this time, a clinical demonstration 

will be held in the B2: Tutorial Room. 


“Fes. 10.—New South 
Finance 


appointments: 


Vr. 3. Barker bas beet netist 
at the Adelaide Hospital, Adelaide, 
Dr. R. G. Waterhouse has been appointed Hon n 
tant 8 at the Royal Adelaide Hospital, Ad 
Dr. H. Camens has been appointed — 
Physician at the Adelaide Hospital, Adelaide. 
Dr. R. Hecker has been appointed Honorary Assistant 
Physician at at the Royal Adelaide’ Hospital, Adelaide, 


* — 


bor th the ont, 


JAN. — Branch, BMA: Medical Politics 


Tan, 28.—Victorian B. M. A.: Branch Council. 

Fes. 3. New South Wales Branch, B. M. A.: Organization and 
Science ittee. 

Fes. 4.—Western Australian Branch, B.M.A.: Branch Council. 


5.—South Australian B. M. A.: Council ‘éeting. 
Fae. 6.—Queensland Branch, B. M. A.: Clinical Meeting Bris- 
bane Hospital Clinical Society. 
Wales Branch, B. A.: ‘Executive and 


— 


epedical Appointments: Important 


Mica. PRACTITIONERS to to apply tor any 

e * Branch or 

wi the British Medical Association, 


th the Medi 
vistock fedical Secre — W. C. 1. 

(Medical 
New th ales. © Anti-Tubercu 


South Australian B (H 
Plage, North "All cont ppointments 
in South Australia. 


New South Wales Branch 
Street, Sydney): All contract 3 


Editorial wotices, 


Dr nen submitted for publication in this Journal should 
with double or treb Carbon copies should 
not be sent. Authors are —— to avoid the use of 


-abbreviations, other than those normally used by the Journal, 


and not to underline either words or phrases. 
References to articles and books should de checked. 
In a reference: the following eigen ore should given . 
surname of author, initials — — author, of fret, full title of article, 
page of the eC. 
tities those 


of journals 
Medical Periodicals” (published by 
the World Medical bers, 


If a reference is made to an 
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illustrati 
— hs and diagrams, and prints 
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articles forwarded for publication are understood to 
the contrary is 


to TRA JOURNAL OF AUSTRALIA alone, — 

All communications 25 be addressed to the Editor, Tux 
MupicaL JOURNAL OF AUSTRALIA, Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3.) 
Members and 1 are requested to notify the Manag 
MeprcaL JcurNn AUSTRALIA, A reet, 
South gol ‘without delay, of any irregularity in 
of this J t cannot accept any 
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